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ABSTRACT
Mental health is a term which encompasses “a positive sense of well-being, or the capacity to
enjoy life and deal with the challenges we face” (Canadian Mental Health Association, 2018, p. 1).
Both risk and protective factors have previously been found to be associated with Arab immigrants’
mental health. Some documented risk factors for poor mental health include economic stressors,
weak English language proficiency, and trauma (Lemaster et al., 2018), whereas documented
protective factors for optimal mental health include trait resilience (e.g., Lemaster et al., 2018).
Given the risks that Arab immigrants face before and after migration, effective coping strategies are
vital for their success in a new country. The way that a person chooses to cope with stressors is
embedded in a person’s culture, values, and customs (Lazarus & Folkman, 1984). Using a sequential
explanatory mixed-methods approach with Arab-Canadian immigrants, this study examined selfreported risk and protective factors in relation to mental health, and the relation between
acculturation and coping. Qualitative interviews, conducted after the quantitative study, addressed
the following research questions: What was each participant’s lived experience in his or her home
country? What challenges did participants face after arriving to Canada? Which factors helped
immigrants settle in Canada? What are Arab-Canadian immigrants’ approaches to coping?
Participants in the quantitative study included 172 1st generation Arab Canadian immigrants
with origins from any of the 22 countries in the Arab League of States. Participants (58% female)
were recruited from the community (n = 100) and a psychology participant pool in southwestern
Ontario (n = 72). Qualitative interview participants (N = 11; 55% female) were a subsample from the
quantitative study. For both the quantitative and qualitative components of the study, participants
were on average 29 years old and were most often Iraqi, Muslim, and females with some university
education.
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All participants completed either an online or in person set of questionnaires that addressed
their mental health (i.e., well-being and mental illness outcomes), various risk and protective factors,
and coping strategies. Next, a subsample of these participants with a range of mental health outcomes
participated in a qualitative interview to further elucidate quantitative findings. Results from the
quantitative study suggested that younger age at immigration, female gender, weak English language
skills, socioeconomic problems, immigration problems, self-criticism coping, and avoidance coping
were associated with more negative mental health indicators (e.g., lower well-being, higher levels of
mental illness), whereas trait resilience and support from others coping were associated with more
positive mental health indicators (e.g., positive emotions). Additionally, higher levels of Arab
cultural orientation were associated with higher levels of collective coping, whereas higher levels of
Canadian acculturation were associated with higher levels of engagement coping.
Qualitative interview results revealed the following themes with respect to understanding
participants’ lives in their native countries: Poor Quality of Life, Religious Lifestyle, Relocation Prior
to Settling in Canada, and Simplicity. Additionally, participants immigrated to Canada in order to
Improve Quality of Life. Common risk and protective factors were categorized into the following
themes: Cultural, Economic, Personal Connections, and Trait Resilience. With respect to coping,
participants described using the following coping strategies: Proactive Reflective Coping, Support
from Other, and Faith.
These results have several implications for policy and practice. Given that immigrants are at
high risk for mental health problems, these results can support Canada’s goal to successfully
integrate immigrants into Canadian society by informing policy makers of potential risk and
protective factors in this group. By improving the quality of life of adult Arab immigrants, these
individuals will be empowered to provide better care and advocacy for themselves and their relatives.
If immigrants are better able to cope with their symptoms, they are less likely to require costly
interventions later on.
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CHAPTER 1 - INTRODUCTION
Mental health is a broad term which encompasses “a positive sense of well-being, or the
capacity to enjoy life and deal with the challenges we face” (Canadian Mental Health
Association, p. 1). Although certain variables have been associated with positive mental health in
immigrants, the path to mental health post-migration is not a linear process, and many variables
must be accounted for when considering which immigrants will report positive mental health and
which will report poor mental health. The developmental psychopathology framework
emphasizes that mental health as an outcome is the result of the interaction between biological,
psychological, and social factors at different levels of functioning and development (Cicchetti &
Toth, 2009).
Consistent with the developmental psychopathology approach is the concept of risk
factors, which increase the likelihood of a person reporting poor mental health (Compas et al.,
2017). Research suggests that immigrants face several risk factors that may prevent them from
experiencing optimal mental health in their host countries, including economic stressors, weak
English language proficiency, discrimination (Howells-Wrobel et al., 2009), trauma (Jamil et al.,
2007b; Lemaster et al., 2018), mental illness risk factors such as PTSD, depression, and anxiety
symptoms (Abuelezam & El-Sayed, 2018; Kira et al., 2014), and avoidance coping (Auerbach et
al., 2010). The effects of these risk factors may be cumulative and interact with each other to
predict overall mental health (e.g., Lemaster et al., 2017; Lindencrona et al., 2008; Wright et al.,
2016). Additionally, immigrants might endorse many protective factors, or factors that mitigate
the effects of risk factors and protect against poor mental health (Compas et al., 2017). Protective
factors for Arab immigrants to experience optimal mental health include trait resilience (e.g.,
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Lemaster et al., 2018; Arnetz et al., 2013) and collective coping strategies, including social
support from family (Amer, 2005) and religiosity (Stuart & Ward, 2018).
Given the risks that Arab immigrants face before and after migration, effective coping
strategies are vital for their success in a new country. The manner in which a person chooses to
cope with stressors is embedded in a person’s culture, values, and customs (Lazarus & Folkman,
1984). Persons from the West, such as Canadians, tend to have an independent self-construal and
endorse individualistic values. These individuals often use “engagement” coping strategies,
which include primary control (i.e., relying on oneself, taking direct action and changing the
stressor; Folkman & Moskowitz, 2004; Kuo et al., 2006; Kuo, 2011). On the other hand, Arabs
ascribe to interdependent self-construals and endorse collectivist values, such as placing family
goals before personal goals (Harb & Smith, 2008; Markus & Kitayama, 1991). Persons with
collectivistic values often gravitate to using culture-specific coping strategies including
avoidance and collective coping (i.e., reaching out for social support from family members or
friends of the same culture; Kuo, 2013).
The process of choosing a coping strategy for Arab immigrants may be fluid depending
on one’s level of Canadian acculturation and Arab cultural orientation. Acculturation is
described as the extent to which a person develops new beliefs, traditions, and behaviours as a
result of being exposed to a new culture (Berry, 2002). However, the relation between culture of
origin and preferred method of coping is not clear for Arab immigrants to Canada, as their level
of Canadian acculturation and Arab cultural orientation may moderate their coping styles. Thus,
it is important to explore the types of coping strategies used by Arab immigrants who uphold
varying degrees of Canadian acculturation and Arab cultural orientation.
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Thus, the purpose of the present study is twofold: first, to examine how self-reported risk
and protective factors are related to self-reported mental health, and second, to examine the
relation between acculturation and coping in Arab-Canadian immigrants. This was accomplished
by using a sequential explanatory mixed-methods approach, which involved first administering
and analyzing quantitative measures and then conducting qualitative interviews afterwards to
assist in explaining a portion of the quantitative findings (Creswell, 2015). The following
sections include a review of the literature on risk and protective factors for the mental health of
Arab immigrants as well as literature regarding acculturation and coping strategies used by Arab
immigrants.
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CHAPTER 2 - REVIEW OF LITERATURE
Arab Immigrants in Canada
Arab Canadians are people who were born in or whose ancestors originated in Arabic
speaking countries. This group of people is diverse; they come from different countries, have
different religions (e.g., Christian, Muslim), and speak different dialects of Arabic. However,
Arab Canadians share some similar cultural beliefs and practices (e.g., myths, music, arts, food,
customs; Hadad, 2012). The unifying characteristic between these people is that they share a
common language – Arabic (Hadad, 2012). A more specific way of categorizing Arabs is based
on whether they originate from a country that is part of the League of Arab States, which is an
intergovernmental organization whose purpose is to develop strong alliances between member
countries. The Arab League coordinates policies between member countries and promotes
common interests among its members. The 22 countries that are part of the League of Arab
States include Syria, Lebanon, Jordan, Palestine, Iraq, Kuwait, Bahrain, Qatar, United Arab
Emirates, Oman, Saudi Arabia, Yemen, Mauritania, Egypt, Libya, Tunisia, Algeria, Morocco,
Sudan, Somalia, Djibouti, and Comoros (Hadad, 2012).
“Immigrant” is a broad term to describe a person who has settled permanently in a
country different than their native country (Canadian Council for Refugees, 2010). In Canada, an
immigrant can be permitted residency based on different programs, including economic
immigrants, those with a family sponsorship, and refugees (Canadian Council for Refugees,
2010). Economic immigrants are those who are chosen to come to Canada because of their
ability to contribute to the labour market. Family sponsorship immigrants include immigrants
who have relatives in Canada and are granted permanent resident status in Canada so that
families can be re-united. The final group, refugees, is granted permanent resident status for

4

humanitarian reasons. A refugee is a person who involuntarily flees his or her home country to
another country because of the threat that war causes the individual and/or their family. Refugee
status protects the refugee from being returned to his or her native country (Mohamed &
Thomas, 2017). Last, an asylum seeker is an individual who has fled his or her native country to
a new country where the person is seeking refugee status (Canadian Council for Refugees, 2010).
Arabs began immigrating to Canada in the late 1800s, with a marked increase in
immigration patterns to Canada beginning after 1960 (Abu-Laban, 1980). Lebanese immigrants
spearheaded the movement to Canada in the 1800s in hopes of being freed from poverty and
poor political conditions (Abu-Laban, 1980). The second wave of immigrants came after the
1960s when Arabs immigrated to Canada to escape unfavourable conditions in their homelands
(Abu-Laban, 1980). Early Arab immigrants to Canada were mostly Christian, whereas more
recent Arab immigrants are mostly Muslim (Abu-Laban, 1980). According to the most recent
census data from 2016, 944,000 people living in Canada (2.7% of the total population) and 218,
600 people living in Ontario (1.5% of the Ontario population) identified as foreign-born Arab
immigrants (Statistics Canada, 2016). In Canada, Arabs are equally likely to be Christian or
Muslim. Approximately 30% of the Arab population has at least a university degree, but as a
group, Arab immigrants are less likely to be employed compared to those in the overall
population (Statistics Canada, 2007).
In Windsor-Essex county in Ontario, the site of the current study, there are approximately
13,500 foreign-born Arab immigrants (3.5% of the total population of Windsor-Essex and 16%
of the immigrant population in Windsor-Essex; Statistics Canada, 2016). Of the Arab immigrant
population in Windsor-Essex, the majority are Iraqi (46%), Lebanese (34%), or Syrian (13%;
Statistics Canada, 2016). The Arab community has such a strong presence in Windsor-Essex
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that, according to the 2016 census, Arabic was the second most common spoken language in
Windsor-Essex after English (Statistics Canada, 2016). This is relevant given that the official
second language in Canada is French, and approximately 17.5% of the population is fluent in
both French and English (Statistics Canada, 2016). That the second most common language
spoken in Windsor-Essex is Arabic suggests a strong presence of the Arab culture in this region.
Arab-Canadian versus Arab-American immigration ideologies. It is important to
study the Arab-Canadian immigrant experience given the long history this population has in
Canada and because of the recent influx of Arab immigrants to the country. However, most
studies on Arab immigrants’ outcomes post-migration originate in the United States, with very
little research published on the Arab-Canadian immigrant experience. However, Canadian
researchers cannot assume that Arab-Canadian immigrants have similar experiences to ArabAmerican immigrants given that the two countries have had different perspectives and policies
on multiculturalism and immigration since the 1980s (Carlier, 2017). That is, Canada was the
first country in the world to enact policies (e.g., Multiculturalism Policy, Multiculturalism Act)
that recognize multiculturalism as a fundamental characteristic of Canadian heritage and that
promote equality among all Canadians, immigrants or otherwise (Government of Canada, 2018).
These policies emphasize Canada’s “cultural mosaic,” whereby Canadian immigrants are
encouraged to bring with them their cultural diversity. That is, they are not being pressured into
full assimilation to the Canadian culture. Ever since the enactment of these policies, Canada has
become a more welcoming and inclusive country, which promotes faster integration of its
immigrants compared to American immigrants (Carlier, 2017). However, Canada has not always
had multicultural ideologies. Prior to implementing the aforementioned acts, Canadian society
was more akin to the present American ideologies (described next) insofar as Canada had also
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ascribed to a “cultural melting pot” perspective.
Current American perspectives on immigration and diversity differ from Canadian views.
Although the United States does not have formal policies and acts in place to address
multiculturalism, American cultural ideologies tend toward the “cultural melting pot”
perspective, whereby immigrants are expected to adopt American culture upon arriving on
American soil. However, Arab American immigrants, especially those arriving in the 1990s and
later often did not assimilate into American culture and maintained their heritage (Suleiman,
1999). This may be because of the strong presence of Arab Americans in various areas across the
United States (i.e., cultural enclaves such as Dearborn, Michigan). That is, Americans in these
areas often appreciate and celebrate multiculturalism and diversity more so than in other, less
multicultural regions of the United States (Multiculturalism Policies in Contemporary
Democracies, n.d.). Further, the creation of anti-discrimination policies has also led to increased
tolerance within the United States as a multicultural society. Overall, although differences exist
in the ideologies of Canadians and Americans with respect to immigration, the two countries are
similar in that often, Arab immigrants keep their cultural heritage. Additionally, with the change
in leadership in the United States to a Republican president in 2017 came changes in
immigration policies including increased border security, increased deportation, and stricter
policies on who can immigrate to the United States (Pew Research, 2019). For these reasons,
researchers cannot assume that the Canadian immigrant experience is equivalent to the American
immigrant experience, and more research is needed to elucidate the Canadian immigrant
experience. Further, readers should be mindful of these national contextual differences in
considering the research on Arab Americans reviewed in the following sections. The following
section will describe mental health as a construct and includes a literature review about the
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research on mental health in Arab immigrants.
Mental Health as a Construct
The Canadian Mental Health Association (CMHA, 2018) defines mental health as “a
positive sense of well-being, or the capacity to enjoy life and deal with the challenges we face (p.
1)” This definition emphasizes that mental health is more than the presence or absence of
symptoms of mental illness (e.g., depression and anxiety), which was the conceptualization that
had dominated the field of mental health in decades past (Westerhof & Keyes, 2010). More
recent definitions of mental health consist of both symptoms of mental illness and indicators of
well-being (Keyes, 2005). The current conceptualization of mental health follows the Two
Continua Model, whereby mental health consists of both mental illness and well-being, which
are related, yet distinct constructs (Keyes, 2005). The Two Continua Model portrays two
intersecting continua: one continuum ranges from high to low levels of symptoms of mental
illness, while the other continuum ranges from high to low levels of well-being (Keyes, 2005).
Based on this model, it is possible to have positive mental health (or well-being) while diagnosed
with a psychological disorder and it is possible to have poor mental health and well-being
without a diagnosed psychological disorder (CMHA, 2018). Thus, it is important to study both
well-being and symptoms of mental illness when assessing the mental health of a person or a
population. These aspects of mental health will be described in more detail next.
Well-Being. Well-being is a broad term that encompasses “feelings of happiness and
satisfaction with one's life, the ability to meet the demands involved in one's daily activities and
possessing a sense of personal purpose and meaning” (Schwartz et al., 2013, p. 302). Subsumed
within this definition are two specific types of well-being: subjective well-being and
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psychological well-being, which are indicative of positive mental health (Schwartz et al., 2011)
and will be described below.
Subjective well-being refers to how well a person’s life is going based on one’s personal
interpretation (Diener et al., 2018). The appraisals about one’s life can be cognitive or affective,
and thus, subjective well-being can be dismantled into two key components: cognitions (i.e., life
satisfaction) and affect (i.e., degree of positive and pleasant emotions versus negative and
unpleasant emotions; Diener et al., 2018). First, life satisfaction is defined as the belief that life is
close to one’s ideal, that one has achieved the things most important to him or her and has a low
desire to change much in his or her life (Diener et al., 2010). This cognitive aspect of subjective
well-being is most often assessed using self-report questionnaires, such as the Satisfaction with
Life Scale (Diener et. al., 2009), whereby individuals rate various aspects of life satisfaction by
comparing their lives to the standard of life which they deem desirable (Diener et al., 2018).
The second component of subjective well-being is affect, or the emotions one
experiences as a result of evaluating events that have happened to them (Diener et al., 1999;
Diener et al., 2018). The affective component of well-being is also measured using self-report
questionnaires such as The Scale of Positive and Negative Experience (Diener et al., 2009)
whereby participants rate how often they experience positive (e.g., good, pleasant, content) and
negative (e.g., unpleasant, sad, angry) emotional states. Further, although positive and negative
affect are inversely related, Diener et al. (2018) argue that the affective components of subjective
well-being should be independently evaluated, as it is possible for someone to experience high
levels of both positive and negative affect and vice versa.
Psychological well-being (sometimes referred to as eudaimonic well-being) refers to a
person’s psychological functioning in terms of characteristics that align with universal human
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psychological needs including meaning and purpose, engagement, competency, positive social
relationships, and mastery (Diener et al., 2010; Diener et al., 2018a). Psychological well-being
has also been referred to as “flourishing”. In a literature review of this concept, Agenor et al.
(2017) summarized six characteristics that are common across four different models of
psychological flourishing: meaning, positive relationships, engagement, competence, positive
emotion, and self- esteem. The first, meaning and purpose, refers to being engaged in
meaningful activities such as school, work, or volunteering. The next component of flourishing is
positive relationships, which emphasizes the presence of “supportive and rewarding”
relationships in a person’s life (Diener et al., 2010, p. 154). Engagement (also known as “flow”)
is another aspect of flourishing and refers to having experiences where one is completely
absorbed in activities (Agenor et al., 2017). The next is competence, which involves
experiencing a sense of mastery in activities that are important to the person. The majority of the
models summarized also cited experiencing positive emotion as a key component of flourishing.
The last component is self-esteem, which means that a person is pleased with or likes most
aspects of him or herself. Overall, subjective and psychological well-being are related, yet
distinct constructs.
Mental illness. In addition to well-being, the second component to mental health is the
presence or absence of symptoms associated with mental illness. With respect to specific types
of psychopathology, depression and anxiety symptoms are the most commonly reported mental
health concerns for people in Canada and worldwide (Statistics Canada, 2014; World Health
Organization, 2017) as well as for Arab immigrants specifically (Abuelezam & El-Sayed, 2018;
Jamil et al., 2007). Additionally, although not common in the general Canadian population, posttraumatic stress disorder (PTSD) symptoms are more commonly reported in Arab immigrants
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(Jamil et al., 2007b; Kazour et al., 2007).
The literature addressing mental illness symptoms of non-Western populations has been
critiqued for its primarily Western view of mental illness (e.g., Summerfield, 2012). That is,
mental illness is thought to be culturally defined. It follows that this research area has been
questioned with respect to its validity when applied cross culturally, as some mental illness
syndromes outlined in the Diagnostic and Statistical Manual-Fifth Edition (DSM-V; American
Psychiatric Association [APA], 2013) may not be applicable to or defined outside of North
America (Summerfield, 2012). Given that research measures used to measure “mental illness”
are created using Western values and definitions of mental illness, some of these measures may
be biased against cultural minorities and marginalized populations by over-pathologizing them
due to their challenging life circumstances (i.e., experiencing war, living in poverty). Despite
these criticisms, it is still important to explore the existing literature in this field as it makes up
the majority of the mental health literature for Arab immigrants. Therefore, careful consideration
should be given to the studies reviewed hereafter based on their sample characteristics.
Depression, anxiety, and PTSD and their prevalence in Arab immigrant populations will be
reviewed next.
According to the DSM-V, depression is a mood disorder that is associated with persistent
feelings of sadness and/or loss of interest and pleasure (APA, 2013). Additional symptoms may
include weight loss or gain, sleep disturbances, feelings of emptiness, worthlessness or guilt,
suicidal thoughts, and fatigue (APA, 2013). In many cases, clinical or subclinical levels of
depression cause substantial disruptions in various aspects of life including work productivity,
relationships, and physical health. The point prevalence of clinical depression in Canada is
approximately 5% (Knoll & MacLennan, 2017), which is similar to the 4% global prevalence
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rate (World Health Organization, 2017). Notably, Knoll and MacLennan (2017) analysis (N =
24, 724) was representative of the Canadian population and included first-generation immigrants
in its sample.
It is thought that the prevalence of depression in Arab immigrant samples might be higher
than the Canadian and global estimates due to the unique pre- and post-migration stressors this
population may face (Wrobel & Patterson, 2014). However, it is challenging to directly compare
the prevalence of depression between different studies (i.e., Canadians vs. Arab immigrants)
given the specific characteristics of each study’s sample. That is, in a recent survey of 354 Arab
Americans over age 18 living in Michigan, approximately 16% reported being diagnosed with
depression by a physician (Abuelezam & El-Sayed, 2018). This prevalence rate was lower than
the prevalence rate of depression in White (non-Arab, non-Hispanic) participants in this study,
about 21% of whom had been diagnosed with depression. The prevalence of depression was
much higher in Naja et al. (2016) study, who reported that 44% of their Syrian refugee
participants (N = 310) in Lebanon reported clinical levels of depression. Notably, this higher
prevalence rate may reflect the sample being subject to war related atrocities before resettling
and their difficult living conditions at the time of the study.
Another common mental health concern is anxiety, which in general describes a group of
disorders characterized by worry and associated fear responses (APA, 2013). People may
experience general anxiety or more specific anxieties related to social situations, specific
phobias, or separation. Notably, depression and anxiety are highly comorbid, pointing to their
similar etiologies (APA, 2013). Similar to depression, anxiety disorders are common worldwide
and in Canada and can also cause substantial difficulty in various aspects of functioning. Anxiety
symptoms are also common amongst Arab immigrants (Pampati et al., 2018), although reported
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estimates may be especially high given the studies’ refugee samples. That is, in the Lindert et al.
(2009) meta-analysis of refugees worldwide, the prevalence rate of anxiety was found to be
approximately 40%. In Jamil et al.’s (2007a) study of Iraqi refugees who were seeking
psychological treatment at a community agency, 80% of participants endorsed “quite a bit” or
“extreme” anxiety symptoms one week before they were interviewed. Notably, these immigrants
are a select subsample of Arab immigrants, given that they were distressed enough to seek
treatment. Additionally, in another study of approximately 350 Iraqi immigrants to Michigan
who were divided into cohorts based on their decade of arrival (pre 1980, 1980-1990, and post
1990), 16% of the total sample endorsed clinical levels of anxiety (Jamil et al., 2007b). Notably,
the prevalence of clinical anxiety was much higher in the most recent cohort (32%), compared to
earlier arriving cohorts, 10-15% who reported clinical levels of anxiety. Overall, it is difficult to
compare the prevalence rates of anxiety amongst Arab immigrants and Canadians in general
again due to specific sample characteristics.
The final mental health disorder that commonly affects Arab immigrants is PTSD. In
order to be diagnosed with PTSD, a person must have directly been exposed to a traumatic event
or learned about a traumatic event occurring to a close other, such as a family member, or a
friend (APA, 2013). A traumatic event is defined as “one or more events or circumstances that an
individual experiences as physically or emotionally harmful and/or life threatening and has a
lasting adverse effect on the individual’s functioning and mental, physical, social, emotional, or
spiritual well-being.” (Substance Abuse and Mental Health Services Administration, 2012, p. 7).
Examples of traumatic experiences include physical or sexual assault, serious injury, school
violence, neglect and emotional abuse, and natural disasters, which may have occurred prior to
or after immigration. Arab immigrants who lived in war afflicted countries are unique in that
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they may have experienced these “normative” traumas in addition to having experienced unique
war traumas before immigrating. Immigrants may also encounter traumas while travelling to
their final immigration destination, including living in overcrowded refugee camps with little
food and drinkable water (Kira et al., 2014). Symptoms of PTSD include reliving the traumatic
incident through flashbacks, avoiding reminders of the trauma, experiencing a change in thought
processes and mood (e.g., having no memory of the trauma, heightened anxiety, low mood), and
changes in arousal (e.g., sleep and concentration difficulties, hypervigilance, exaggerated startle
response; APA, 2013). Notably, PTSD is often comorbid with depression and anxiety, as some
symptoms of PTSD can involve low mood and anxiety related responses (APA, 2013).
Post-traumatic stress symptoms may be more common in some Arab immigrant
populations than the general Canadian population, especially if the immigrant originated in a
country that was subject to war and political instability (e.g., Iraq, Syria, Lebanon), as these
immigrants are more likely to have experienced a high number of traumas. In Canada, the
estimated point prevalence of PTSD was 2.4% in a sample of almost 3000 adults who were said
to be representative of the Canadian population (Van Ameringen et al., 2008). Along these lines,
approximately 76% of respondents endorsed experiencing a traumatic event substantial enough
to cause PTSD. On the other hand, prevalence rates of PTSD in different groups of Arab
immigrants has ranged from 8-27% depending on specific samples (i.e., refugees living in
refugee camps versus immigrants to the United States). That is, in one study of Iraqi immigrants
to the USA described earlier, approximately 8% met criteria for PTSD, with more recent
immigrants (1990-onward) having the highest rates of PTSD. In contrast, in another study of 452
Syrian refugees to Lebanon, 27% met criteria for PTSD (Kazour et al., 2017). The majority of
this sample endorsed the traumatic event they experienced being associated with the Syrian
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conflict and/or occurring during displacement or while living in refugee camps in Lebanon.
Overall, it is clear that estimates of the prevalence of PTSD range widely based on specific
sample characteristics, and as such, direct comparisons should not be made.
Overall, positive mental health involves both the absence of psychological disorder
symptoms and the presence of positive indicators of well-being, including flourishing, life
satisfaction, and greater positive versus negative emotions. Most often in the literature, the
presence or absence of psychological disorder symptoms has been used as a proxy to measure
the mental health of Arab immigrants. This perspective limits researchers’ understanding of
mental health given that it excludes positive indicators of mental health. Although more studies
have begun to examine correlates of the well-being of Arab immigrants, a small number of
studies examine both aspects of mental health (e.g., mental illness and well-being). Specifically,
flourishing has not often been examined in the Arab immigrant literature, and it will be important
to examine the correlates of flourishing in Arab immigrants. The present study will examine both
aspects of mental health in Arab-Canadian immigrants using a developmental psychopathology
perspective, which will be described next.
A Developmental Psychopathology Perspective on the Mental Health of Arab Immigrants
The achievement of positive mental health is not a linear process, and many variables
must be accounted for when considering which immigrants will or will not report positive mental
health. The present study examined risk and protective factors associated with the achievement
of positive mental health using the developmental psychopathology perspective as a framework.
A summary of the developmental psychopathology perspective will be described next.
The developmental psychopathology perspective was originally created in order to
examine different pathways to the development of adaptive and maladaptive functioning
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(Cicchetti & Toth, 2009). Recently, the developmental psychopathology framework has been
expanded to elaborate on the pathways to well-being as well as those involving psychopathology
(Kessler & Fortsmeier, 2015). That is, the achievement of positive mental health is the result of
the interaction between biological, psychological, and social factors at different levels of
functioning (e.g., individual, family, community; developmental level; Cicchetti & Toth, 2009;
Cicchetti, 2015). Developmental psychopathology researchers are also interested in studying
people who are resilient (i.e., report high levels of mental health despite many risk factors) and
the means through which individuals can become resilient (e.g., Masten, 2014).
Risk and protective factors. In line with the developmental psychopathology framework
is the concept of risk factors, which are features of a person’s family life, community, and/or
personal characteristics that make the person more likely to develop psychopathology and report
poorer mental health (Compas et al., 2017). The accumulation of risk factors for a given person
is also called cumulative risk, with cumulative risk being associated with greater likelihood of
developing psychopathology and poorer well-being (Briere et al., 2016; Compas et al., 2017;
Masten, 2014). As the number of risk factors a person is exposed to accumulates, the risk factors
can interact with risk factors across various systems (e.g., school, society, individual), making
their effects more widespread with the potential for worse outcomes. This is referred to as a
cascade effect (Masten & Ciccheti, 2010). Finally, the developmental psychopathology
perspective also involves protective factors, which are attributes (personal, family level
community level) that mitigate the effects of risk factors and protect against psychopathology
and promote well-being (Compas et al., 2017).
Resilience. Researchers who take a developmental psychopathology approach are
interested in studying resilience, which Rutter (2012) described as “some individuals having a
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better outcome than others who have experienced a comparable level of adversity” (p. 335).
Resilience emphasizes the process of “bouncing back” and achieving pre-trauma mental health
after experiencing adversity. For example, resilience can be conceptualized as a person reporting
positive mental health despite experiencing substantial risk factors. Masten’s (2014) definition of
resilience highlights the role of adaptation across systems that helps a person achieve resilience.
Resilience: trait, outcome, or process? Many models of resilience have been published.
However, there exists controversy in the literature about how resilience should be defined,
including whether it should be defined as an outcome, a trait, or a process, which are the most
empirically cited models across several research domains (Happer et al., 2017). In model 1,
resilience is conceptualized as an outcome and involves exhibiting minimal symptoms post
trauma and/or exhibiting adaptive functioning after trauma. This model assumes that individuals
are “immune” to psychopathology in light of trauma. However, this model fails to describe the
mechanism through which a resilient outcome is achieved. In model 2, resilience is thought to be
a stable trait that a person possesses that helps the person cope with adversity they have faced
(Connor & Davidson, 2003). Resilience as a trait has also been defined as “a generalized,
characterological quality of an individual [that] does not simply apply to a highly specific, onetime behavior” (Block & Kremen, 1996, p. 351). Although trait resilience is thought to be
separate from temperament, it has been reported that people with higher levels of trait resilience
have lower levels of anxious temperament (Kesebir et al., 2014). In research, trait resilience is
measured by using scales assessing resilience, such as the Connor-Davidson Resilience Scale
(CD-RISC; Connor & Davidson, 2003), which assesses personal competence,
trust/tolerance/strengthening effects of stress, and acceptance of change. In the third model,
resilience is conceptualized as a dynamic process, and recovery post trauma is thought to rely on
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factors internal to a person (i.e., skills) as well as external factors, which can all interact with
each other for a resilient outcome. A key component to achieving resilience in this model is a
person’s adaptability (Lundman et al., 2010) and ability to cope (Stratta et al., 2015). Another
aspect of the developmental psychopathology perspective, which may interact with trait
resilience to produce mental health outcomes, is cultural risk and protective factors, which will
be described next.
The role of culture. The developmental psychopathology model has been criticized
because the original model failed to include culture as a prominent theme in the development of
psychopathology (Causadias, 2013). Culture “encompasses systems of knowledge, concepts,
rules, and practices that are learned and transmitted across generations (e.g., language, religion,
spirituality, rituals; APA, 2013, p. 749).” Causadias (2013) argued that culture is an overarching
factor that interacts with development and psychopathology and defines what is normal and
abnormal. According to Causadias (2013):
Cultural development and psychopathology is concerned with the elucidation of cultural
processes at the individual and social level that initiate, contribute, and maintain trajectories
of normal and abnormal behavior. Its foremost goal is to successfully integrate culture and
developmental psychopathology in a meaningful manner that contributes to our
understanding of adaptation and maladaptation (p. 1380).
The cultural developmental psychopathology literature focuses largely on individual level
cultural factors (e.g., acculturation, ethnic identity) and their implications for mental health
(Causadias, 2013) both within and across cultures, which will be summarized next.
Acculturation. Cultural factors, including acculturation and ethnic identity are important
variables when considering the mental health of immigrants (Garcia Coll & Marks, 2011;

18

Rogers-Sirin et al., 2014). Acculturation is described as the extent to which a person develops
new beliefs, traditions, and behaviours as a result of being exposed to a new culture (Berry,
2002). Berry (1997) proposed a well-known bi-dimensional model of acculturation. The first
dimension involves the importance one places on maintaining a relationship with his or her
native culture (e.g., maintaining native language, maintaining contact with persons in the home
country, and involvement in religious traditions). The second dimension involves the importance
that one places on maintaining a relationship with the host culture (e.g., openness to host
country’s cultural values, learning to communicate in a new language). Combinations of these
variables (high vs. low) result in four different acculturation statuses: assimilation, integration,
marginalization, and separation. In the assimilation strategy, the immigrant accepts the host
culture but rejects the heritage culture. In the separation strategy, the immigrant maintains the
native culture and rejects the host culture. The integrated strategy involves maintaining one’s
native culture while also accepting the host culture. Finally, the marginalized strategy is one in
which the immigrant rejects, or is being rejected by, both the native and host culture. The
findings regarding circumstances under which specific acculturation statuses (e.g., integrated,
marginalized) or whether level of acculturation (i.e., level of host country acculturation vs. level
of native country acculturation) are considered risk or protective factors for the mental health of
immigrants have been inconsistent. A more thorough discussion of acculturation and mental
health research in the Arab population can be found in subsequent sections of the introduction
(page 36, “Culture and Coping”).
Overall, for the present study, the key aspects of the developmental psychopathology
framework that were used included risk and protective factors (including trait resilience) as
predictors for mental health indicators. These risk and protective factors were considered within
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the context of participants’ culture of origin and the Canadian culture.
Literature Review on Factors Related to the Mental Health of Arab Immigrants
The following section will provide a literature review on various demographic and
individual factors that have previously been shown to relate to the mental health of Arab
immigrants. Factors associated with poor mental health outcomes have been called risk factors,
while attributes that mitigate the effects of risk factors and promote mental health have been
called protective factors (Compas et al., 2017).
Demographic risk and protective factors. Demographic factors including age at
immigration, gender, socioeconomic conditions, religiosity, and English language skills are all
demographic factors associated with the mental health of Arab immigrants that will be described
next.
First, older age at time of immigration is a risk factor for well-being because it has been
associated with a low level of assimilation, and in turn, lower life satisfaction in Arab-Americans
(Faragallah et al., 1997). That is, the acculturation process is more stressful on older Arab
immigrants because the process began later in life, making it more difficult to acculturate
because they are less flexible and adaptable than younger Arab immigrants (Berry, 1997).
Gender is also associated with mental health outcomes, most notably with mental illness
symptoms. That is, the prevalence rates of depression and anxiety is higher in females than in
males (McLean et al., 2011; Gater et al., 1998). This pattern holds true for PTSD, with females
having two to three times higher likelihood of developing PTSD compared to males (Olff, 2017).
The findings of gender differences in mental illness symptoms are less consistent in the Arab
immigrant population. Notably, in the Arab immigrant population, gender and its association
with mental health outcomes may be specific to individual studies’ participant sample. In
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Lindencrona et al. (2008) study, being female was associated with higher levels of PTSD
symptoms. On the other hand, in a study by Kilic et al. (2016), men reported experiencing
significantly higher numbers of personal traumas as compared to women. However, there was no
significant difference in the number of PTSD symptoms experienced by men and women in the
sample (Kilic et al., 2016). Additionally, studies addressing the association between trauma and
mental illness may disproportionately report that men have higher levels trauma and PTSD due
to their direct involvement in wars. Thus, for some samples but not others, being female is a risk
factor for mental illness symptoms.
The next demographic factor that is related to Arab immigrants’ mental health involves
socioeconomic stressors such as employment and income (Aroian et al., 2017; Porter & Haslam,
2005). That is, in Aragona and Pucci (2012) sample of first generation immigrants to Italy from
across the world (N = 391, M age = 37.5), participants most often reported economic related
stressors, such as having no permission to work and not being able to find work as being the
most serious stressors they faced. These findings also hold true in the Arab immigrant research.
That is, in a longitudinal study of Arab women’s depression symptoms over three years, women
whose husbands were unemployed or not looking for work reported higher levels of depression
over time (Aroian et al., 2017). These results (that higher income is protective) is also apparent
in the Arab immigrant well-being literature (e.g., Ajrouch, 2007). That is, adult Arab immigrants
living in Michigan (N = 101) with higher income also reported having lower levels of negative
emotions and higher levels of life satisfaction (Ajrouch, 2007). These economic stressors have
also been echoed in qualitative research with Arab immigrants. In a qualitative study of postmigration stressors in 10 Iraqi male refugees, three themes emerged that were related to postmigration stressors including “getting established” and “establishing and sustaining a future”
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(Ferguson, 2015). The theme “getting established” involved responses surrounding difficulty
finding work, transportation, and learning new laws. The theme “establishing and sustaining a
future” involved responses concerning difficulties finding employment, maintaining a steady
income, losing their education and credentials, and choosing school or employment.
Religiosity has also been documented to be a demographic protective factor in general,
and specifically for Arab immigrants. For example, religiosity and its relation to depressive
symptoms was investigated in a sample of 246 older adult Palestinian refugees living in a
refugee camp in Lebanon, 98% of whom identified as Muslim. Results indicated that Palestinian
refugees who regularly participated in religious activities were less likely to be depressed
compared to refugees who did not regularly participate in religious activities (Chaaya et al.,
2007). Similarly, Stuart and Ward (2018) reported that in their sample of emerging adult Arab
immigrants to New Zealand (N = 155), higher levels of self-reported religious practice were
associated with higher levels of life satisfaction and lower levels of depression in this sample.
The last demographic factor associated with the mental health of Arab immigrants is
English language proficiency. That is, weak English proficiency is considered a risk factor for
mental illness. For instance, weak English language proficiency was associated with depression
over and above demographic variables (e.g., gender) in an older adult sample of 200 Arab
immigrants and refugees in the United States (Howells-Wrobel et al., 2009). In addition, Arab
immigrant women who had weaker English language skills reported higher levels of depression
in a three-year longitudinal study of mental health outcomes (Aroian et al., 2017). Weak English
language proficiency is a strong risk factor for mental illness because it is associated with other
risk factors including economic stressors, particularly unemployment (Abuelezam & El-Sayed,
2018). That is, in Wright et al.’s (2016) study, Arab immigrants with weaker English language
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proficiency were significantly more likely to be in the “unemployed” group, which was
associated with higher levels of depression and PTSD symptoms. Proficiency in the English
language was also associated with higher levels of well-being in a longitudinal study of
immigrants (N = 46) to Australia (Kim et al., 2012). Overall, obtaining adequate English
language skills appears to be an important demographic factor related to the well-being and
mental illness symptoms reported by immigrants.
Individual level risk and protective factors. Several individual level factors are also
related to the mental health of Arab immigrants. Some of these factors may be specific to Arab
immigrants (e.g., war trauma, discrimination, acculturation level, preferred coping strategies,
post migration living difficulties), whereas others are more general in nature (e.g., trait resilience,
symptoms of mental illness). These individual level risk factors will be reviewed next.
The first individual level risk factor is exposure to traumatic events. The literature
suggests that Arab immigrants have experienced between 9 and 13 unique traumas in their
homelands before immigration. For example, Lemaster et al. (2018), in their sample of 298 Iraqi
refugees living in Michigan (M age = 33), reported that participants on average experienced 13
war traumas. Similar results emerged from a study of 132 Palestinian adults (M age = 31), where
participants endorsed experiencing an average of 9 unique traumas in their lifetime (Kira et al.,
2013). Lemaster et al. (2018) studied the cross-sectional and longitudinal effects of pre-migration
trauma in a sample of 298 Iraqi refugees in Michigan. At baseline, higher levels of pre-migration
trauma symptoms were associated with higher levels of depression and PTSD symptoms.
Additional results indicated that higher levels of premigration trauma at time 1 was predictive of
higher levels of PTSD symptoms at one year follow up. Along these lines, as the number of
traumas a person experiences increases, so does the degree to which the person experiences
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PTSD, depression, and anxiety symptoms (i.e., dose-response relationship; Mollica et al., 1998),
which has been demonstrated with Iraqi immigrants in the United States (Kira et al., 2013).
Overall, research suggests that Arab immigrants often have been cumulatively traumatized in
their homeland and/or on their immigration journey. Additionally, they face the possibility of
experiencing “normative” traumas (e.g., car accident, assault) once they arrive in their host
countries.
The next individual level factor that is associated with the well-being of Arab immigrants
is level of symptoms of various psychological disorders. Although mental illness symptoms are a
component of the present study’s definition of mental health, mental illness symptoms are
included in this section because they are also considered risk factors for overall well-being. As
previously discussed, research suggests that immigrants may have substantial mental health
concerns upon arrival to their new country (and beyond), most commonly post-traumatic stress
disorder (PTSD), depression, and anxiety (Porter & Haslam, 2005). Further, more recent
research suggests that Arab immigrants to the United States have a greater likelihood of
reporting poor mental health in the past 30 days compared to non-Arabs (Abuelezam & ElSayed, 2018). On the other hand, it appears that higher subjective ratings of good “mental
health” (i.e., fewer mental illness symptoms) can act as a protective factor for well-being. That
is, in a study of Egyptian and Kuwaiti students living in their native countries, lower levels of
mental illness symptoms were associated with higher levels of flourishing and satisfaction with
life (Abdel-Khalek, 2013). Thus, it is important to consider degree of mental health symptoms
when studying the well-being of Arab immigrants.
Another group of individual level risk factors for the mental health of Arab immigrants
are post-migration living difficulties. Post-migration living difficulties are chronic stressors that
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many immigrants face once they arrive to their new country (Laban et al., 2005). Immigrants
often continue to face these living difficulties for many years after arriving to their new country.
Laban et al. (2005) conducted a principal components analysis involving a list of common post
migration living difficulties using questionnaire data from 194 Iraqi immigrants to the
Netherlands. Results indicated five key groups of post migration living difficulties: family issues,
immigration problems, socioeconomic living conditions, socioreligious problems, and
discrimination. Items within the family issues factors included missing and worrying about
family back home and loneliness. The immigration problems factor consisted of worries about
being sent away, not having stable resident status, and uncertainty about one’s future in the host
country. The socioeconomic problems factor included concerns related to financial problems and
housing problems. The socioreligious factor included various concerns ranging from lack of
social contacts in general, lack of social contacts with people from the same religion, and lack of
religious meetings. The final post migration living difficulty factor was discrimination and
addressed participants’ experience of discrimination in general, in words, and in actions from
others. These aforementioned post-migration living difficulties were significantly more prevalent
amongst participants who met the criteria for depression (Laban et al., 2005). Similarly, scores
for all post-migration living difficulty scales (except socioreligious problems) were significantly
higher amongst participants who met the criteria for an anxiety disorder (Laban et al., 2005).
Another study of 391 immigrants from across the world to Italy demonstrated that immigrants
with PTSD reported significantly higher numbers of post migration living difficulties compared
to immigrants without PTSD (Aragona et al., 2012). These results suggest that post-migration
living difficulties can act as risk factors for mental illness in Arab immigrants.
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With respect to post-migration living difficulties, one well-researched post migration
living difficulty that Arab immigrants are exposed to is discrimination. Discrimination is often
experienced by many people of Arab ethnicity in North America, especially after the 9/11 terror
attacks (Kira et al., 2014). Given that many Arab refugees are Muslim, it is likely that many have
experienced discrimination or racism because of their religious beliefs (Hadfield et al., 2017).
Christian Arabs may also experience discrimination as a result of the negative portrayal of Arabs
by some media outlets (Beitin & Aprahamian, 2014). In 2007, approximately 25% of Arabs
reported experiencing discrimination in Canada because of their ethnicity, race, or religion.
Experiences of discrimination are related to the mental health of Arab immigrants (Rousseau et
al., 2011). In a Canadian sample of 709 Arab immigrants in 1997 and 212 Arabs in 2007,
perceived discrimination against the Muslim Arabs in the sample (but not non-Muslim Arabs)
was associated with more psychological distress in this group (i.e., depression and anxiety
symptoms; Rousseau et al., 2011). In another sample of 209 first and second generation Muslim
Arab immigrants, it was found that self-reported experiences of discrimination were associated
with weaker American identity, which in turn was associated with lower levels of life
satisfaction (Hakim et al., 2018).
Another individual level factor associated with mental health is trait resilience, which is a
stable trait that a person possesses that helps the person cope with adversity they have faced
(Connor & Davidson, 2003). In Arab-American immigrant research, higher trait resilience scores
are associated with better mental health outcomes. Wright et al. (2017) studied resilience in 298
adult (M age = 34) Iraqi refugees in Michigan. Participants were interviewed and administered
questionnaires a year after arriving to the United States assessing for mental health disorders and
resilience. Results indicated that participants who did not have a diagnosis of PTSD had
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significantly higher trait resilience scores compared to those diagnosed with PTSD. In another
longitudinal study of 298 Iraqi refugees, participants with higher trait resilience scores at
baseline reported fewer depressive symptoms, but not PTSD symptoms, at follow up (Lemaster
et al., 2018). In another study, Arnetz et al. (2013) recruited 128 adult Iraqi refugees (n = 75) and
Arab immigrants from other countries (n = 53) and assessed trait resilience, general
psychological distress, and PTSD symptoms. Results of a regression indicated that immigrants
with low trait resilience and who had been exposed to violence were most likely to endorse high
levels of psychological distress. Finally, to my knowledge, resilience and its relation to wellbeing outcomes has not been studied in an Arab immigrant sample. However, there is robust
evidence to suggest that in general, higher levels of trait resilience is associated with higher
levels of well-being (Hu et al., 2015). Thus, trait resilience is an important factor to consider
when studying the mental health of Arab immigrants.
The next individual factor associated with mental health in Arab immigrants is
acculturation. The literature supports that specific acculturation statuses can act as both a risk
and protective factor for immigrants, depending on various individual and situational factors
(Garcia-Coll & Marks, 2012). First, some studies have reported that the integrated acculturation
status acts as a protective factor, while the marginalized acculturation status acts as a risk factor
for poor well-being for immigrants from different countries of origin (i.e., Behrens et al., 2015;
Berry, 1997; Castro, 2003). For example, in a study of 90 adult immigrants to Germany from
around the world (11% Middle Eastern), results indicated that an integrated acculturation status
was protective against depressive symptoms compared to participants with other acculturation
statuses (Behrens et al., 2015). Others have reported that the separation acculturation strategy is
protective for Arab immigrants to the USA because it fosters social, emotional, and instrumental
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support from others in their ethnic community, which in turn improves their mental health and
well-being (Khawaja, 2016), which is contradictory to the initial research findings. Along these
lines, research suggests that there is a possibility that first and second-generation immigrants’
outcomes are similar to (and sometimes better than) their peers who were born in the USA
(Hernandez et al., 2012), a phenomenon termed “The Healthy Immigrant Paradox” (Garcia Coll
& Marks, 2012). That is, some immigrant children who report being highly assimilated to
American culture have worse developmental outcomes compared to their less assimilated
immigrant peers (Garcia Coll & Marks, 2012). These conflicting results suggest that there is
much more to consider in how acculturation status and mental health outcomes interrelate.
Culture and Coping
Given the risks that Arab immigrants face before and after migration, effective coping
strategies are vital for their success in a new country. The following sections include a review of
culture and its role in coping and will end with a literature review of the available research on
Arabs and their preferred coping strategies. The section includes a summary of studies
addressing the relation between coping strategies and the mental health outcomes of Arab
immigrants.
Coping is defined as the “constantly changing cognitive and behavioural efforts to
manage specific external and/or internal demands that are appraised as taxing or exceeding the
resources of the person” (Lazarus & Folkman, 1984, p. 141). Lazarus and Folkman (1984), in
their seminal work on stress and coping, described how a person’s culture, values, and customs
influence the coping process. Heppner et al. (2014) later conceptualized a model of stress and
coping called the “Cultural and Contextual Model of Coping (CCMC),” which emphasized that
coping occurs within a cultural perspective. That is, individuals consider their cultural
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experiences when evaluating the demands of the stressor and the resources available to cope with
the stressor. For example, individuals from collectivist cultures may evaluate collective rules and
norms to gauge the stressfulness of the event (e.g., how does this stressor effect my
family/community?). Further, culture may help a person determine which coping strategies to
use and help decide which institutions or resources a person may contact to cope with stress
(e.g., psychotherapy, interpersonal support), which in turn is related to the level of stress a person
feels.
The CMCC includes five domains. Individual factors (Domain A) includes
demographics, personality, and self-construal. Environmental factors (Domain B) includes
relationships, working and living environment, and sociocultural context. Stressors (Domain C)
includes unique stressors related to immigration. In turn, these events are cognitively appraised,
and the person then identifies the stressfulness of the event and chooses how to cope (Domain
D), which is in turn related to their mental health outcomes (Domain E). The culture in which a
person is immersed is thought to function at a macro level and is infused into each domain. For
example, culture is included in personal characteristics (Domain A) via self-construals, which are
discussed further below. Culture is embedded in environment (Domain B) through
environmental factors like cultural values, unsafe living conditions in county of origin, or
experiencing discrimination. Culture may also be associated with specific life events (Domain
C), and in the case of immigrants, these include stressors faced post migration (e.g., acculturative
stress). Finally, cognitive appraisals of stress and methods of coping (Domain D), are influenced
by culture because culture helps determine to which stressors to pay attention and choice of
coping strategy. Overall, this model reiterated what Lazarus and Folkman alluded to in their
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1984 paper -- that culture plays a role in which stressors a person may experience, the perceived
stressfulness of an event, and methods of coping.
The Cultural and Contextual Model of Coping (Heppner et al., 2014) has many
similarities to the developmental psychopathology model (i.e., that specific factors at different
levels of functioning may influence mental health outcomes). However, the Cultural and
Contextual Model of Coping is more specific in emphasizing specific mediation and moderation
effects (e.g., that coping may mediate the relation between stressors and mental health
outcomes). Additionally, the model emphasizes that the manner in which a person chooses to
cope with stressors is embedded in a person’s culture, values, and customs. One aspect of culture
that is associated with coping is self-construal (i.e., interdependent or independent self-construal
(i.e., view of self). That is, Canada in general is considered to be an individualistic society whose
European descendants ascribe to independent self-construals, define themselves based on
personal attributes, and emphasize the attainment of personal goals (Markus & Kitayama, 1991).
Persons with more individualistic values often use “engagement” coping strategies, which
include primary control (i.e., relying on oneself, taking direct action and changing the stressor;
Folkman & Moskowitz, 2004; Kuo et al., 2006; Kuo, 2011). On the other hand, Arabs originate
from a collectivist society where members ascribe to interdependent self-construals, define
themselves based on their connections with close others, and place family goals before personal
goals (Harb & Smith, 2008; Markus & Kitayama, 1991). Persons with collectivist values often
gravitate to using culture-specific coping strategies including avoidance (i.e., distraction,
acceptance) and collective coping (i.e., reaching out for social support from family members or
friends of the same culture; Kuo, 2013).
Coping research has been criticized as being largely conducted in Western societies and
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focused on individualistic values since its inception (Heppner et al., 2006). However, Kuo et al.
(2006) created a conceptualization of coping that addressed both individualistic and collectivistic
coping strategies, namely collective coping, avoidance coping, and engagement coping. First,
collective coping” strategies are defined as “coping behaviours that are deeply rooted in and
derived from collectivist values” (Kuo, 2013, p. 375). Collective coping behaviours can include
interpersonal coping mechanisms (e.g., requesting help from a family member or friend from the
same ethnic background), collectivist-specific cognitive and emotional coping strategies (e.g.,
acceptance, reframing, detachment, avoidance, focusing on the positive), and religious coping
(e.g., praying, engaging in religious rituals; Kuo, 2013). Next, another type of coping that Arab
collectivists may use is avoidance coping, or disengagement coping, whereby the individual uses
coping strategies such as avoiding the problem and wishful thinking (Kuo et al. 2006). The final
group of coping strategies are called “engagement” coping strategies, which are thought to be
more individualistic in nature and include behaviours like taking action (including planning,
relying on oneself to cope with the situation, and taking direct action to solve a problem),
positive thinking, and relaxation (Kuo et al., 2006). Overall, it is beneficial to use this
conceptualization when studying Arab immigrants because it addresses a realm of coping
strategies used by both individualist and collectivist cultures.
Acculturation and coping. Although individuals from Arab countries may gravitate
toward collective and avoidance coping strategies, the process of choosing a coping strategy for
Arab immigrants may be fluid depending on one’s level of Canadian acculturation. Acculturation
is described as the extent to which a person develops new beliefs, traditions, and behaviours as a
result of being exposed to a new culture (Berry, 2002).
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The relation between culture of origin and preferred method of coping is not clear for
Arab immigrants to Canada, as their level of Canadian acculturation and orientation toward Arab
culture may moderate their coping styles. Thus, it is important to explore the types of coping
strategies used by Arab immigrants and varying degrees of Canadian acculturation.
Acculturation level to Canadian society may change based on the amount of time an immigrant
has lived in their host country, which in turn, may shift the immigrants’ self-construal (i.e., from
primarily collectivistic to individualistic) and ultimately may shift their preferred coping
strategies over time. For example, the use of collective coping strategies is most often endorsed
by immigrants who report higher levels of interdependent self-construal. That is, in Kuo et al.
(2006) study of three groups of Chinese adolescents with different generational statuses in
Canada, results indicated that immigrants who had higher levels of interdependent self construals
often endorsed using more collective (i.e., interpersonal and avoidant coping strategies), likely
because these strategies align with their strong collectivist values. Similarly, participants who
reported higher levels of independent self-construal also reported higher levels of engagement
coping, likely because these strategies are in line with their individualistic values. Further, in a
study of the relation between discrimination and depressive symptoms in Korean immigrants
living in Canada, immigrants reporting that they have “adapted” successfully to the Canadian
culture and experience low levels of acculturative stress endorsed using more Western and
individualistic coping strategies (i.e., problem focused coping) to ameliorate the effects that
discrimination had on them (Noh & Kaspar, 2003). However, problem focused coping was not
helpful to Korean immigrants who had not yet adapted to Canadian society or who were
experiencing high levels of acculturative stress (Noh & Kaspar, 2003). Therefore, it is important
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to consider level of host country acculturation when studying coping strategies in immigrants
who originate from cultures with collectivist values.
Coping and its association with the mental health of Arab immigrants. The literature on
Arab immigrants’ use of coping strategies and how these strategies may be related to
immigrants’ mental health is sparse. The available studies in these realms will be summarized
next.
With respect to preferred coping strategies, the extant literature suggests that Arab
immigrants used collective, engagement, and avoidance coping strategies in response to
stressors. That is, qualitative results from 50 female Syrian refugees living in Jordan suggested
that the most helpful coping strategies for this group were collective in nature, including talking
to friends and family, prayer, and utilizing support groups (Boswall & Al Akash, 2015).
Additionally, Timraz et al. (2019) conducted a qualitative study to investigate the coping
strategies of 10 adult Arab-American immigrant women who had experienced childhood sexual
abuse. Thematic analysis results indicated that participants sought emotional support (from
family, friends, mental health professionals; collective coping), engaged in positive reappraisal
(engagement coping), self-blame, and avoidance (e.g., using drugs) to cope. Additionally,
another qualitative study conducted by Keshavarzi (2018) with 10 Syrian refugees to Canada
found that participants used collective coping and religious coping to manage life stressors.
These results were also found in another qualitative study of 25 college aged Middle Eastern
immigrants to the USA whereby participants described coping with discrimination through
accessing support from others (including religious organizations) and by accepting and “getting
used to” the discrimination that they face (Modir & Kia-Keating, 2018, p. 575).
Although it is apparent that Arabs do report using a range of coping strategies, the
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literature on the how collective, engagement, and avoidance coping strategies are associated with
the mental health of Arab immigrants is minimal. First, with respect to collective coping, to the
author’s knowledge, there are no published studies with Arab immigrants that address all of the
various aspects of collective coping using the Kuo et al. (2006) conceptualization. However,
some studies do exist addressing specific components of collective coping that are protective for
mental health, including social support from family and ethnic community. First, having strong
family support was found to be protective against depression and anxiety symptoms in an Arab
American adult sample (N = 611; Amer, 2005). Perceived social support is also protective
against acculturative stressors and mental health diagnoses in Arab-Americans (e.g., Amer,
2005; Norris et al., 2011). In the Norris et al. (2011) study of Arab immigrant women living in
Michigan (N = 519), women who endorsed receiving higher levels of social support were
significantly less likely to be in the comorbid PTSD and major depressive disorder group, further
highlighting the protective effect of social support.
Next, avoidance coping has not been studied in Arab populations, but has been shown to
be a risk factor for depression (Auerbach et al., 2010) and lower life satisfaction (Utsey et al.,
2000) in Asian and African immigrant samples. In Seglem’s (2014) sample of unaccompanied
adolescent refugees from around the world living in Norway, using avoidance coping was
predictive of depressive symptoms. Further, in Finklestein et al.’s (2012) study of Ethiopian
immigrants’ coping strategies while living in Israel, avoidance coping was predictive of PTSD
symptoms over and above exposure to traumatic events. Overall, it is apparent that avoidance
coping is negatively related to mental health in immigrants from collectivist cultures. It appears
that more research is needed to elucidate the relation between culture and coping and its relation
with mental health in the Arab-Canadian immigrant literature.

34

The Present Study
The present study takes a developmental psychopathology perspective to understanding
how risk and protective factors are related to Arab Canadian immigrants’ mental health. This
study adds to the research literature by addressing the specific risk and protective factors that are
related to the functioning of Arab Canadian immigrants, who are a relatively understudied
population in Canada. The vast majority of studies on the mental health of Arab immigrants have
been conducted in the United States, which has a different political climate and different general
views toward immigration as compared to Canada (Carlier, 2017).
Next, this study is one of a small number of studies that examines both aspects of mental
health (e.g., mental illness and well-being) and their correlates in Arab immigrants in Canada.
The majority of studies with this population have reported on only one aspect of mental health
(i.e., degree of psychopathology symptoms). It is also important to study well-being as an aspect
of mental health because this construct takes into account the immigrant’s satisfaction with life,
net positive versus negative emotions, and psychological flourishing, which are more holistic
representations of mental health functioning rather than symptoms of psychopathology alone.
Specifically, flourishing has not often been examined in the Arab immigrant literature, and this
study will also add to the literature by examining the correlates of flourishing in Arab Canadian
immigrants. Additionally, this study adds to the Arab immigrant literature by identifying unique
and common risk and protective factors for mental illness and well-being in Arab immigrants.
Researchers have also called for more Arab immigrant research to address resilience and
protective factors (e.g., Hakim-Larson & Menna, 2016; Kia-Keating et al., 2018). Although
some research on Arab immigrants and resilience has been conducted, these studies often do not
use specific measures of resilience, but rather, use related constructs such as social support and
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sense of control over one’s life to assess how resilience is related to mental health (Arnetz et al.,
2013). The present study added to the Arab immigrant literature by conceptualizing resilience as
a process and by measuring resilience as a trait by including a measure of trait resilience in
questionnaires. Rutter (2006), who is a key figure in the field of resilience, argues that resilience
is best conceptualized as a process in which changes occur over time and depend on the context.
For the present study, resilience was measured at one point in time and thus was conceptualized
as a trait that acts as a protective factor for positive mental health.
This study used a mixed method approach to better understand well-being in ArabCanadian immigrants. According to Kira et al. (2014), there is a need to study Arab immigrants
using a mixed methods approach to gain a better understanding of the functioning and needs of
Arab samples. Although quantitative ratings of both aspects of mental health were collected,
qualitative data allowed for exploring these outcomes more fully to capture more nuanced
reasons for positive or negative mental health outcomes in this sample of Arab immigrants. That
is, it was important to use a mixed-methods model to help gain a better understanding of how
and why certain risk or protective factors identified in the quantitative component of this study
were associated with mental health.
I also investigated the relation between acculturation and preferred coping strategies in
Arab-Canadian immigrants. This study adds to both the Arab immigrant and coping literature
because few studies have examined coping strategies with Arab immigrants. This information is
valuable because researchers can begin to identify possible coping correlates associated with
positive adaptation post-migration.
Thus, the purpose of the present study was twofold: (a) to examine how self-reported risk
and protective factors were related to self-reported mental health and (b) to examine the relation
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between acculturation and coping in Arab-Canadian immigrants. This was accomplished by
using a sequential explanatory mixed-methods approach, which involved first administering and
analyzing quantitative measures and then conducting qualitative interviews afterwards to explain
a portion of the quantitative findings (Creswell, 2015).
Quantitative Research Questions and Hypotheses
Research questions 1 and 2 address demographic and individual level risk and protective
factors for well-being and mental illness outcome variables. Table 1 summarizes the factors
associated with well-being and mental health outcomes from previous studies and serve as the
basis for the hypotheses for the present study.
Research Question 1: How are self-reported risk and protective factors related to
the well-being of Arab-Canadian immigrants?
Research question 1 aims to elucidate how risk and protective factors are related to selfreported well-being outcomes in Arab-Canadian immigrants. Research suggests that immigrants
have several demographic and individual level risk factors that may prevent them from
experiencing optimal well-being in their host countries. First, demographic risk factors such as
older age at immigration (Faragallah et al., 1997), lower income (Ajrouch, 2007), and weak
English language proficiency (Kim et al., 2012) are associated with lower levels of well-being in
immigrant populations, whereas a demographic protective factor for well-being is religiosity
(Stuart & Ward, 2018). Individual level risk factors including avoidance coping (Auerbach et al.,
2010), post-migration living difficulties (especially discrimination), and mental illness symptoms
(PTSD, depression, and anxiety) are risk factors for poor well-being in immigrant populations
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Table 1. Summary of Demographic and Individual Factors Associated with Well-Being and
Mental Illness.
Well-being
Mental Illness
Demographic factors
Age at immigration
Faragallah et al., 1997
-Education level
Frank & Hou, 2016
Samari et al., 2018
Income
Ajrouch, 2007
Aroian et al., 2017
Religiosity
Stuart & Ward, 2018
Chaaya et al., 2007; Stuart &
Ward, 2018
English language skills
Kim et al., 2012
Howells-Wrobel et al., 2009,
Aroian et al., 2017; Wright et
al., 2016
Gender
Ajrouch, 2007
Lindencrona et al., 2008;
Kilic et al., 2016
Individual level factors
Trauma
Mental illness symptoms
Post-migration living
difficulties

--

Lemaster et al., 2018; Kira et
al., 2008; Jamil et al., 2007

Abdel-Khalek, 2013
Hakim et al., 2018

Laban et al., 2005; Aragona
et al., 2012; Rousseau et al.,
2011
Trait resilience
Hu et al., 2015
Wright et al., 2017; Arnetz et
al., 2013
Avoidance coping
Utsey et al., 2000
Auerbauch et al., 2010;
Seblem (2014); Finklestein
et al., 2012
Collective coping
-Amer, 2005; Norris et al.,
2011
*Note. Bolded authors indicate studies that were not conducted with Arab immigrant samples.
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(Abdel-Khalek, 2013), whereas an individual level protective factor for optimal well-being was
trait resilience (Hu et al., 2015).
General Hypothesis 1: Specific risk and protective factors will predict well-being
outcomes (flourishing, life satisfaction, positive emotions, and negative emotions) in ArabCanadian immigrants.
Hypothesis 1a-Flourishing: Specific risk and protective factors will predict flourishing.
Specific demographic (older age of arrival to Canada, lower income) and individual (mental
illness symptoms, discrimination, avoidance coping) risk factors will be related to lower levels of
flourishing, while specific demographic (stronger English language skills, higher level of
religiosity) and individual (higher trait resilience) protective factors will be related to higher
levels of flourishing.
Hypothesis 1b-Life Satisfaction: Specific risk and protective factors will predict life
satisfaction. Specific demographic (older age of arrival to Canada, lower income) and individual
(mental illness symptoms, discrimination, avoidance coping) risk factors will be related to lower
levels of life satisfaction, while specific demographic (stronger English language skills, higher
level of religiosity) and individual (higher trait resilience) protective factors will be related to
higher levels of life satisfaction.
Hypothesis 1c-Positive Emotions: Specific risk and protective factors will predict
positive emotions. Specific demographic (older age of arrival to Canada, lower income) and
individual (mental illness symptoms, discrimination, avoidance coping) risk factors will be
related to lower levels of positive emotions, while specific demographic (stronger English
language skills, higher level of religiosity) and individual (higher trait resilience) protective
factors will be related to higher levels of positive emotions.
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Hypothesis 1d- Negative Emotions: Specific risk and protective factors will predict
negative emotions. Specific demographic (older age of arrival to Canada, lower income) and
individual (mental illness symptoms, discrimination, avoidance coping) risk factors will be
related to higher levels of negative emotions, while specific demographic (stronger English
language skills, higher level of religiosity) and individual (higher trait resilience) protective
factors will be related to lower levels of negative emotions.
Research Question 2: How are risk and protective factors related to the selfreported mental illness symptoms of Arab-Canadian immigrants?
Research question 2 aims to elucidate how risk and protective factors are related to
symptoms of mental illness (e.g., depression, anxiety, PTSD). Research suggests that immigrants
have several demographic and individual level risk factors that are associated with higher levels
of mental illness symptoms. First, demographic risk factors such as older age at immigration
(Faragallah et al., 1997), economic stressors (Aroian et al., 2017), and weak English language
proficiency (Howells-Wrobel et al., 2009; Wright et al., 2016) are associated with higher levels
of mental illness in immigrants. On the other hand, a demographic protective factor against
mental illness symptoms is religiosity (Chaaya et al., 2007; Stuart & Ward, 2018). Individual
level risk factors including trauma (Lemaster et al., 2018; Kira et al., 2008; Jamil et al., 2007)
and avoidance coping (Auerbach et al., 2010; Seglem, 2014; Finklestein, 2012) are also
associated with higher levels of mental illness symptoms in immigrants. Post-migration living
difficulties (including immigration problems, socioeconomic problems, socio-religious problems,
discrimination) are also risk factors for higher levels of mental illness symptoms (Laban et al.,
2005; Aragona et al., 2012; Rousseau et al., 2011). Individual level protective factors for optimal
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well-being and lower levels of mental illness include trait resilience (e.g., Lemaster et al., 2017;
Arnetz et al., 2013).
General hypothesis 2: Specific risk and protective factors will predict mental illness
symptoms (depression, anxiety, PTSD) in Arab-Canadian immigrants.
Hypothesis 2a- Depression: Specific risk and protective factors will predict depression.
Specific demographic (lower income) and individual risk factors (trauma, avoidance coping,
discrimination) will be related to higher levels of depression symptoms, while specific
demographic (stronger English language skills, higher level of religiosity, male gender) and
individual protective factors (trait resilience) will be related to lower levels of depression
symptoms.
Hypothesis 2b- Anxiety: Specific risk and protective factors will predict anxiety. Specific
demographic (lower income) and individual risk factors (trauma, avoidance coping,
discrimination) will be related to higher levels of anxiety symptoms, while specific demographic
(stronger English language skills, higher level of religiosity, male gender) and individual
protective factors (trait resilience) will be related to lower levels of anxiety symptoms.
Hypothesis 2c- PTSD: Specific risk and protective factors will predict PTSD symptoms.
Specific individual risk factors (trauma, avoidance coping) will be related to higher levels of
PTSD symptoms, while specific demographic (male gender) and individual protective factors
(trait resilience) will be related to lower levels of PTSD symptoms.
Research Question 3: What is the relation between dimensions of acculturation and
coping in Arab-Canadian immigrants?
Research shows that persons with more individualistic values often use “engagement”
coping strategies, which include primary control (i.e., relying on oneself, taking direct action and
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changing the stressor; Folkman & Moskowitz, 2004; Kuo et al., 2006; Kuo, 2011). On the other
hand, collectivists often gravitate to using culture-specific coping strategies including avoidance
and collective coping (Kuo, 2013). Research also suggests that orientations to Arab culture and
Canadian acculturation level should be considered when studying the preferred coping strategies
of immigrants. This is because Canadian acculturation levels and/or Arab orientation may
change based on the amount of time an immigrant has lived in their host country, which in turn,
may shift the immigrants’ self-construal (i.e., from primarily collectivistic to individualistic) and
ultimately may shift their preferred coping strategies over time. Therefore, additional factors,
including time spent living in Canada and level of Canadian acculturation and/or Arab
orientation are important factors to evaluate when assessing preferred coping strategies.
Hypothesis 3a. Time spent in Canada and Canadian acculturation will predict level of
engagement coping in Arab-Canadian immigrants. Based on previous research (e.g., Kuo et al.,
2006; Noh & Kaspar, 2003), more time living in Canada and higher levels of Canadian
acculturation will be associated with higher levels of engagement coping.
Hypothesis 3b. Time spent in Canada and orientation toward Arab culture will predict
level of collective coping in Arab-Canadian immigrants. Based on previous research (e.g., Kuo
et al., 2006; Noh & Kaspar, 2003), less time spent in Canada and higher levels of an Arab
orientation will be associated with higher levels of collective coping.
Hypothesis 3c. Time spent in Canada and orientation toward Arab culture will predict
level of avoidance coping in Arab-Canadian immigrants. Based on previous research (e.g., Kuo
et al., 2006; Noh & Kaspar, 2003), less time spent in Canada and higher levels of an Arab
orientation will be associated with higher levels of avoidance coping.
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Qualitative Research Questions
The aim of the following qualitative research questions was to understand a selected
subsample of immigrants’ lived experience with respect to pre-migration living conditions, their
migration journey, risk and protective factors for their mental health and well-being once they
had arrived in Canada, and their experiences coping with challenges in Canada. The following
were the research questions addressed by the qualitative portion of this study:
Research Question 1: Pre-migration living context. What was each participant’s lived
experience in his or her home country?
Research Question 2: Living context at arrival in Canada and currently. What is/was
each participant’s lived experience in Canada, both at arrival and currently? What challenges did
participants face after arriving in Canada (risk factors)? Which factors helped immigrants settle
in Canada (protective factors)? How did participants perceive these risk and protective factors in
relation to their mental health?
Research question 3: Approaches to coping. What are Arab-Canadian immigrants’
approaches to coping? What is the nature/characteristics of their coping? When do they use these
coping strategies? How do these strategies help immigrants?
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CHAPTER 3 - METHOD
Study Design
An explanatory sequential mixed methods design was used to test hypotheses and
elucidate the risk and protective factors associated with self-reported well-being in Arab
Canadian immigrants. The explanatory sequential mixed methods design was conducted by first
administering quantitative measures and analyzing the quantitative results. Next, qualitative
interviews were conducted, and their results were used to explain a portion of the quantitative
findings (Creswell, 2015).
The quantitative portion of the present study was designed to test the study hypotheses,
whereby all participants completed a series of questionnaires relating to risk and protective
factors associated with well-being. Therefore, the study was cross-sectional in nature in that
adult participants who spanned ages ranging from emerging adulthood to older adulthood
responded based on retrospective accounts of their risk and protective factors and reported about
current well-being. I then conducted preliminary analyses on the quantitative data and designed
qualitative questions to explain specific aspects of the quantitative findings. Eleven participants
who endorsed experiencing a range of well-being outcomes participated in a telephone interview
to further explore themes related to specific risk and protective factors associated with their
overall well-being as well as their preferred methods of coping.
Participants
Quantitative study. In order to determine the number of participants needed to detect
significant effects, a power analysis was computed with G*Power 3 (Faul et al., 2007). It was
determined that between 92 and 191 participants needed to participate in the present study to
have adequate power. To my knowledge, general risk and protective factors and well-being, and
how these variables relate to each other, had not been studied together in an Arab Canadian
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sample. However, there had been several studies conducted on pre-displacement trauma and
mental health outcomes, which have yielded small to medium effect sizes (e.g., Arnetz et al.,
2013; Lindencrona et al., 2008). A range of small effect sizes (e.g., 0.09, 0.22) were used to
estimate a range of sample sizes that would be sufficient to detect significant effects. The power
analysis was conducted using the following parameters: a linear multiple regression analysis with
effect sizes ranging from 0.10 to 0.15, power of 0.8, twelve predictors, and error probability of
0.05. Therefore, I aimed to recruit 175 participants total for the present study.
There were 180 participants in the original dataset recruited from the Windsor-Essex
community and the University of Windsor participant pool. Responses to the seven validity
questions, which were interspersed throughout the survey (e.g., enter “very true” if you are
paying attention), were first evaluated to determine the validity of individual participant
responses. Seven participants were deleted from the dataset due to failing four or more of the
validity questions. Specifically, two of these participants (whose data were deleted) were
recruited from the community, and five were recruited from the participant pool. One additional
participant was deleted from the dataset due to reporting being outside of the age range for the
present study (i.e., reported being 81 years old). The demographics of these participants were
generally similar to the demographics of the participants who remained in the study. See Figure 1
for a chart summarizing the flow of participants for the quantitative study.
The final data set included 172 1st or 1.5 generation adult (18-65 years old) Arab
immigrants living in Ontario, Canada. Participants must have been born in one of the 22
countries in the Arab League of States in order to participate. The term “immigrant”
encompassed all types of legal and permanent immigrants (e.g., economic immigrants, those
with family sponsorship) and refugees whose final destination and permanent home was Canada.
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Figure 1
Flow of participants for the quantitative study.
Assessed for
eligibility (n = 180)

Community participants (n = 105)

Participant pool participants (n = 75)

Excluded (total n = 5) because
they failed four or more of
seven validity questions

Excluded (total n = 3) because
(a) failed four or more of seven
validity questions (n = 2) and
(b) did not meet inclusion
criteria (n = 1)

Analyzed (n = 70)

Analyzed (n = 102)

Quantitative:
Final sample
(N = 172)
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Qualitative study. From the pool of 172 participants from the quantitative study, 58
agreed to be contacted for an interview. Specifically, 17 of 72 (24%) participant pool participants
and 41 of 100 community participants (41%) agreed to being contacted for an interview.
Participants were chosen to be contacted for an interview based on their well-being (i.e.,
flourishing and satisfaction with life) scores. That is, the subsample was divided into categories
based on well-being scores (e.g., low [bottom 25th percentile], mid-low [26-50th percentile], midhigh [51st-75th percentile and higher] and high [76th percentile and higher]), for both their
flourishing scores and their life satisfaction scores. I ran a cross-tabulation using flourishing and
life satisfaction scores to categorize participants as low and high well-being. Those in the top
right quadrant (i.e., high flourishing, high life satisfaction) were categorized as the “high” wellbeing group. Those in the bottom left (i.e., low flourishing, high life satisfaction) and top right
quadrants (i.e., high flourishing, low life satisfaction) were amalgamated to create the “mid wellbeing” group. Finally, those in the bottom right quadrant (i.e., low flourishing, low life
satisfaction) were categorized as the “low” well-being group. The goal was to interview an equal
number of participants across the groups. The order in which participants from each group were
contacted was made by random draw and continued until the desired sample size was reached.
The final sample included 11 participants: 7 with high, 3 with medium, and 1 with low wellbeing scores. Although I hoped that an equal number of participants from each group would
participate, most respondents from the “low” well-being group did not respond to my invitation
(i.e., 1 of 13 participants from this group agreed to participate), which made it necessary to
contact additional participants in order to reach the desired sample size. To this point, the criteria
for “saturation” of the qualitative data was based on sample size. That is, Smith and Osborne
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(2007) recommend interviewing 6-7 participants for an interpretive phenomenological analysis
study. See Figure 2 for a chart summarizing the flow of participants.
Descriptive statistics for the demographics of the participants in the quantitative and
qualitative study are presented in Table 2. For both studies, participants were on average 29
years old, and were most often Iraqi, female, and first-generation immigrants who were working
part time, with some university education and who practiced the Muslim faith.
Measures
All questionnaires were available in both English and Arabic, and participants were given the
option to complete the study in their preferred language. Many of the measures that were used in
the present study had already been professionally translated and back translated for use with
Arab populations. The few measures that had not been translated for use with Arab populations
were translated by a certified interpreter into Arabic and then independently back translated into
English to verify equivalent meanings per Brislin (1986). Ultimately, none of the participants
chose to complete the study in Arabic.
Quantitative study measures. The following section will describe the quantitative
measures used in the present study. Where necessary, I sought permission to use and translate the
aforementioned measures. A list of measures and the hypotheses where each measure was used
in analyses is presented in Table 3. Additionally, Table 4 demonstrates that where necessary, I
obtained permission to use each measure in the present research project.
Demographic questionnaire. The demographic questionnaire was designed by the
primary researcher and consisted of questions about the participant’s age, country of origin,
marital status, income, education, employment status, time since immigration, reason for
immigration, past and current income, English language skills, and religiosity (see Appendix A).
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Figure 2
Flow diagram showing flow of qualitative interview participants
Participants who agreed to be contacted
for interview (n = 58)

Participant pool
(n = 17)

n = 6 invited to participate
n = 1 participated

High well-being
group (n = 33)
n = 10 invited to
participate

Participated (n = 7)

Community (n = 41)

n = 22 invited to participate
n = 10 participated

Mid well-being
group (n = 18)
n = 5 invited to
participate

Low well-being
group (n = 18)
n = 13 invited to
participate

Participated (n = 3)

Participated (n = 1)

Participated (N = 11)
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Table 2
Descriptive Statistics for Demographic Variables
Variable
Mean (SD)
Participant age (survey)
29.7(13.1)
Participant age (interview)
28.72(9.7)
Age of arrival to Canada (survey)
16.1(13.0)
Age of arrival to Canada (interview)
20.45(7.50)
Years lived in Canada (survey)
14.6(9.05)
Years lived in Canada (interview)
7.9(5.50)
Religiosity (survey)
5.60(1.80)
Religiosity (interview)
4.9(1.19)
English language skills (survey)
13.82(1.79)
English language skills (interview)
13.54(1.44)

Min.
18
19
1
5
1
1
2
3
9
12
Survey
Participants
Frequency
(N =172)

Max.
65
57
61
40
52
19
11
7
15
15
Interview
Participants
Frequency
(n = 11)

Country of birth
Iraq
Lebanon
United Arab
Emirates
Saudi Arabia
Egypt
Syria
Algeria
Jordan
Palestine
Kuwait
Libya
Sudan
Yemen
Morocco
Bahrain
Qatar
Somalia

56 (32.6%)
30(17.4%)

3(27.2%)
2 (18.2%)

13(7.6%)
12(7.0%)
12(7.0%)
11(6.4%)
6(3.5%)
6(3.5%)
5(2.9%)
4(2.3%)
4(2.3%)
4(2.3%)
4(2.3%)
2(1.2%)
1(0.6%)
1(0.6%)
1(0.6%)

1(9.1%)
1(9.1%)
2(18.2%)
2(18.2%)
-

Female
Male

99(57.6%)
73(42.4%)

6(54.5%)
5(45.5%)

Gender
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Generational status
1st generation
1.5 generation

129(75.0%)
42(24.4%)

8(72.7%)
2(18.2%)

What circumstances led you to
immigrate?
Offer more
opportunities for
children
Escape
conflict/violence
Job opportunities
Escape
persecution
Other
Escape poverty
Education
Marriage

94(54.7%)

Economic
Refugee
Family class
Other

4(36.4%)
64(37.2%)
51(29.7%)

2(18.2%)
5(45.5%)

24(14.0%)
19(11.0%)
11(6.4%)
9(5.2%)
4(2.3%)

1(9.1%)
2(18.2%)
1(9.1%)
---

73(42.4%)
44(25.6%)
42(24.4%)
13(7.6%)

3(27.3%)
3(27.3%)
2(18.2%)
3(18.2%)

145(84.3%)

8(72.7%)

20(11.6%)
5(2.9%)
2(1.2%)

2(18.2%)
1(9.1%)

38(22.1%)

2(18.2%)

On what immigration category did you
arrive to Canada?

What is your current immigration
status?
Canadian citizen
Permanent
resident
Refugee
Other
Highest level of education achieved in
home country
I did not attend
school in my
native country
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Some grade
school
Some high school
University
undergraduate
degree
Some university
High school
diploma
Master’s degree
Professional
degree
Some college
College diploma
Doctorate

30(17.4%)
29(16.9%)

-2(18.2%)

17(9.9%)
16(9.3%)

-1(9.1%)

15(8.7%)
11(6.4%)

2(18.2%)
1(9.1%)
1(9.1%)

5(2.9%)
5(2.9%)
4(2.3%)
--

1(9.1%)
-1(9.1%)

151(87.8%)
21(12.2%)

7(63.6%)
4(36.4%)

Did you attend school in Canada?
Yes
No
Highest level of education achieved in
Canada
Some university
High school
diploma
University
undergraduate
degree
College diploma
Other
Professional
degree
Some college
Master’s degree
Doctorate degree

37(24.5%)
1(9.1%)
32(21.2%)
1(9.1%)
24(15.9%)
16(10.5%)
15(9.9%)

1(9.1%)
1(9.1%)
1(9.1%)

8(5.3%)
8(5.3%)
7(4.6%)
4(2.6%)

1(9.1%)
1(9.1%)

108(62.8%)
57(33.1%)
3(1.7%)

6(54.5%)
5(45.5%)
--

Marital status
Single
Married
Divorced
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Widowed
Common law

2(1.2%)
1(0.6%)

---

Part time
Full time
Unemployed
Other
On disability
Retired

60(34.9%)
49(28.5%)
43(25.0%)
16(9.3%)
2(1.2%)
2(1.2%)

4(36.4%)
4(36.4%)
3(27.3%)
----

<25,000
$25,000-$49,999
$50,000-$74,999
$75,000-$99,999
>$100,000
Prefer not to
answer

40(23.3%)
31(18.0%)
30(17.4%)
17(9.9%)
20(11.6%)

1(9.1%)
4(36.4%)
2(18.2%)
1(9.1%)
1(9.1%)

34(19.8%)

2(18.2%)

146(84.9%)
26(15.1%)

10(90.9%)
1(9.1%)

98(67.0%)
48(32.8%)

9(81.8%)
1(9.1%)

Employment status

Yearly income

Do you practice religion?
Yes
No
What is your faith or religion?

Muslim
Christian
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Table 3
Study Measures and Associated Constructs and Hypotheses
Name
Construct
Items
Demographic
questionnaire
Flourishing Scale
Psychological
8 items
(Diener et al, 2009)
well-being

Variables

Hypotheses

Psychological well- 1a
being

Satisfaction with Life
Scale (Diener et al.,
1985)

Subjective well
being

5 items

Life satisfaction

1b

Scale of Positive and
Negative Emotions
(Diener et al., 2009)

Subjective wellbeing)

12 items

Positive and
negative emotions

1c, 1d

Post-traumatic
Diagnostic Scale (Foa
et al., 1997)

Pre-displacement
trauma (general
trauma)

8 items

Pre-displacement
trauma

2c

PTSD symptoms
War and Adversity
Exposure Checklist
(Ibrahim et al., 2018)
Hopkins Symptom
Checklist 25 (Mollica
et al., 1987)

Pre-displacement
trauma (war
trauma)
Depression and
anxiety symptoms

PTSD symptoms
17 items
26 items
15 items

Pre-displacement
trauma

1a-1d, 2a2c

Depression
symptoms

1a – 1d, 2a,
2b

Anxiety symptoms
Post-Migration Living
Difficulties
Questionnaire (Laban
et al., 2005)

Post-migration
stressors

10 items
5 items

Family issues

3 items

Discrimination

3 items

Immigration

5 items

Socioeconomic
living conditions

3 items

Socioreligious

3 items

Other
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1a–1d, 2a–
2c

Vancouver
Acculturation Index –
Modified Arab Version
(Ryder et al., 2000;
Amer, 2005)
Connor-Davidson
Resilience Scale
(Conner & Davidson,
2003)
Cross Cultural Coping
Scale (Kuo et al., 2006)

Acculturation
(Arab and North
American)

20 items

Arab cultural
orientation

Trait resilience

10 items

Canadian
Acculturation
Trait resilience

Coping style

8 items

Collective coping

1a–1d, 2a–
2c
3a – 3c

Avoidance coping
7 items
Engagement
coping
Brief- Coping
Coping style
Orientation to Problems
Experienced (COPE;
Carver et al., 1999)

5 items
2 items

Self-distraction

2 items

Active coping

2 items

Denial

2 items

Substance use

2 items

Emotional support

2 items

Instrumental
support

2 items

Behavioral
disengagement

2 items

Venting

2 items

Positive reframing

2 items

Planning

2 items

Humor

2 items

Acceptance

2 items

Religion

2 items

Self-blame
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1a–1d, 2a–
2c

Table 4
Permission to Use Study Measures and to Access or Translate Measure into Arabic
Measure
Permission to use original
Flourishing Scale (Diener et al., 2009)
Available for educational use
without permission
Satisfaction with Life Scale (Diener et al., 1985)
Available for educational use
without permission
Scale of Positive and Negative Emotions (Diener et
Available for educational use
al., 2009)
without permission
Post-traumatic Diagnostic Scale (Foa et al., 1997)
Yes – via email
War and Adversity Exposure Checklist (Ibrahim et
Yes - via email
al., 2018)
Hopkins Symptom Checklist 25 (Mollica et al., 1987) Original measure (Symptom
Distress Checklist) available
for educational use without
permission.
Vancouver Acculturation Index – Modified Arab
Available for educational use
Version (Ryder et al., 2000; Amer, 2005)
without permission
Post-Migratory Living Problems Checklist (Silove et Yes – via email
al., 1999; Laban et al., 2005)
Connor-Davidson Resilience Scale (Conner &
Yes – via email
Davidson, 2003)
Cross Cultural Coping Scale (Kuo et al., 2006)
Yes – via email
Brief Coping Orientation to Problem Experiences
Available for educational use
(Carver, 1997)
without permission
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Flourishing: The Flourishing Scale. The Flourishing Scale (Diener et al., 2009) is an 8item questionnaire assessing social-psychological prosperity, including the achievement of
universal human psychological needs such as relatedness, competence, self-acceptance. A
sample item from the Flourishing Scale is “I lead a purposeful and meaningful life.” Items are
rated on a 7-point Likert scale ranging from 1 (strongly disagree) to 7 (strongly agree). The total
score is calculated by summing the rankings of each of the items. A high score represents a
person with a wealth of psychological resources and strengths. This scale has good internal
consistency reliability (Cronbach’s alpha = .87). Similarly, there was evidence for convergent
validity, as scores on the Flourishing scale were positively associated with two other measures of
psychological well-being (Diener et al., 2010). The Cronbach’s alpha value for The Flourishing
Scale for the present study was .92.
Life satisfaction: The Satisfaction with Life Scale. The Satisfaction with Life Scale
(SWLS; Diener et al., 1985) is a 5-item questionnaire assessing participant’s global life
satisfaction. A sample item from the SWLS is “In most ways, my life is close to my ideal.” Items
are rated on a 7-point Likert scale ranging from 1 (strongly disagree) to 7 (strongly agree). The
total score is calculated by summing the rankings of each of the items. A high score represents a
person with high life satisfaction. This scale has good internal consistency reliability
(Cronbach’s alpha = .88; Kobau et al., 2010). There was evidence for convergent validity, as
scores on the SWLS were positively associated with another measure of global life satisfaction,
and measures of happiness (Kobau et al., 2010). Further, the SWLS was negatively correlated
with a measure of negative feelings (Kobau et al., 2010). The SWLS was administered to a first
generation Arab-Canadian immigrant sample and had good internal consistency reliability
(Cronbach’s alpha = .87) and to a sample of Arabs living in the Middle East (Cronbach’s alpha =
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.84; Rasmi et al., 2012). There was evidence for convergent validity in these samples, as the
SWLS was significantly associated with a measure of psychological well-being (Rasmi et al.,
2012). The Cronbach’s alpha value for the Satisfaction with Life Scale for the present study was
.91.
Positive and negative emotions: Scale of Positive and Negative Experience. The Scale
of Positive and Negative Experience (SPANE; Diener et al., 2009) is a 12-item questionnaire
assessing subjective feelings of well-being, including rankings of both positive and negative
feelings. It consists of two subscales: Positive Feelings (6 items) and Negative Feelings (6
items). Participants are asked to report how much they have experienced a feeling in the past
month. Both the Positive Feelings and Negative Feelings subscale contain general feelings (e.g.,
positive, negative) and specific feelings (e.g., joyful, angry). A sample item from the Positive
Feelings subscale is “happy.” A sample item from the Negative Feeling subscale is “sad.” Items
are rated on a 5-point Likert scale ranging from 1 (very rarely or never) to 5 (very often or
always). The Positive Feelings (SPANE-P) score is calculated by summing the ratings of the six
positive feelings. A high score on this subscale indicates that the participant experiences positive
emotions much of the time. The Negative Feelings (SPANE-N) score is calculated by summing
the ratings of the six negative feelings. A high score on this subscale indicates that the participant
experiences negative emotions much of the time. This scale has good internal consistency
reliability (Cronbach’s alpha = .87; Diener et al., 2010). Similarly, there was evidence for
convergent validity, as scores on the SPANE were positively associated with two other feelings
scales (Diener et al., 2010). The Cronbach’s alpha value for the SPANE-P was .90 and for the
SPANE-N was .86 for the present study.
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Depression and Anxiety: The Hopkins-Symptom Checklist-25. The Hopkins-Symptom
Checklist-25 (HSCL-25; Hesbacher et al., 1980; Selmo et al., 2016) is a 25-item questionnaire
assessing symptoms of depression and anxiety in the past month. The measure was originally
called the Symptom Distress Checklist – 31 (Derogatis et al., 1970) and has since been shortened
to reflect depression and anxiety symptoms only. It consists of two subscales: Depression (15
items) and Anxiety (10 items). A sample item from the Depression subscale is “Feeling hopeless
about the future.” A sample item from the Anxiety subscale is “Nervousness or shakiness
inside.” Items are rated on a 4-point Likert scale ranging from 1 (not at all) to 4 (extremely).
Total symptom severity score is calculated by summing the severity of each of the symptoms and
dividing by 25 (i.e., taking the average). Recently, Selmo et al. (2016) validated this measure in
Arabic with a Middle Eastern population (N = 1544) and reported excellent internal consistency
reliability (Cronbach’s alpha = .92). There was also evidence for convergent validity, as the
HSCL-25 was strongly positively associated with other measures of depression and posttraumatic symptom severity (Selmo et al., 2016). The Cronbach’s alpha value for the anxiety
subscale was .91 and depression subscale was .93 for the present study.
PTSD symptoms: The Post-traumatic Diagnostic Scale. The Post-Traumatic Diagnostic
Scale (PDS; Foa et al., 1997; Norris & Aroian, 2008) is a 25-item questionnaire assessing (a) the
types of traumatic events a person has experienced and (b) PTSD symptom severity. The original
questionnaire contains four sections, but only the trauma exposure and PTSD symptom severity
subscales were administered in the current study. The first scale involves a checklist asking
participants whether they have experienced any of 8 listed traumas. A sample item includes
“Military combat or lived in a war zone.” There is an “other” section where participants may
write in traumas not identified on the checklist. The second scale of the questionnaire assesses
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for the presence and severity of PTSD symptoms. A sample item from this subscale is “Reliving
the traumatic event or feeling as if it were actually happening again.” Items are rated on a 4-point
Likert scale ranging from 0 (not at all or only one time) to 3 (five or more times a week or almost
always). Total symptom severity score is calculated by summing the severity rankings of each of
the symptoms.
The original version of the PDS had excellent internal consistency reliability (Cronbach’s
alpha = .92; Foa et al., 1997). Test-retest reliability for this measure was also strong (r = .83; Foa
et al., 1997). Further, there was evidence for convergent validity, as PDS scores were strongly
associated with depression and anxiety symptoms (r = 0.73 – 0.79; Foa et al., 1997). Norris and
Aroian (2008) professionally translated the PDS into Arabic and assessed its reliability and
validity in assessing PTSD symptoms with a sample of 546 Arab immigrants. Results indicated
excellent internal consistency reliability (Cronbach’s alpha = .93). Similarly, there was evidence
for convergent validity, as scores on the PDS were positively associated with depressive
symptoms in this sample (Norris & Arojan, 2008). Although a more recent version of the PDS
exists to reflect the DSM-5 diagnostic criteria for PTSD, the version normed on an Arab
population in Norris and Aroian (2008) study was used in the present study. This version was
chosen because of its prior use and validation with an Arab population and its focus on PTSD
symptoms and severity. The Cronbach’s alpha value for the PDS for the present study was .94.
War related pre-displacement trauma: War and Adversity Exposure Checklist. The War
and Adversity Exposure Checklist (Ibrahim et al., 2018) is a 26-item war-trauma specific
checklist which was designed to complement the general trauma checklist included in the PDS.
The checklist includes personally experienced traumas and traumatic events participants may
have witnessed. A sample item from the checklist is “Have you ever lost (death or

60

disappearance) anyone close to you because of the war?” Participants endorse either “yes” or
“no.” The number of traumas experienced are added together for a total score, with higher scores
indicating more traumas experienced. Neuner et al. (2004) began developing this checklist by
first interviewing 30 Ugandans and Sudanese residents who had lived through war. Next,
professionals in the field rated whether the items compiled are considered traumatic. That pool of
items was re-administered to 44 participants and was modified based on the participants’
suggestions. No additional psychometric information reflecting the reliability or validity of this
measure could be located. The Cronbach’s alpha value for the War and Adversity Exposure
Checklist for the present study was .81.
Post-Migration Living Difficulties: The Post-Migratory Living Problems Scale. The
Post-Migration Living Difficulties Questionnaire (Silove et al., 1999; Laban et al., 2005) is a 23item checklist assessing post-migration living difficulties experienced by immigrants and
refugees after arriving to their host countries. The original 23 items were factor analyzed by
Laban et al. (2005) with an Iraqi sample (N = 297), yielding five subscales: Family Issues (5
items), Discrimination (3 items), Immigration (3 items), Socioeconomic Living Conditions (5
items), and Socioreligious Aspects (3 items). There are also three items on the scale that did not
load onto the other scales, including language problems, no permission to work, and attaining
work below education level. A sample item from the Family Issues subscale is “Worries about
the family in Iraq.” A sample item from the Discrimination subscale is “Discrimination in
general.” A sample item from the Immigration subscale is “Fear about being sent away.” A
sample item from the Socioeconomic Living Conditions subscale is “Financial problems.” A
sample item from the Socioreligious Aspects is “Lack of contacts with people of the same
religion.” Participants endorse either “yes” or “no” for each post-migration living difficulty
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presented. The number of post-migration living difficulties endorsed are added together for a
total score, with higher scores indicating more difficulties experienced. This measure was
initially created for use with refugees to Australia from around the world (i.e., Silove et al.,
1999) but has been adapted for Iraqi immigrants (N = 294) to the Netherlands (Laban et al.,
2005). In their study, Laban et al. (2005) reported adequate to excellent internal consistency
reliability across the subscales (Cronbach’s alpha = .69 – .88). The following were the
Cronbach’s alpha levels across subscales: Family Issues (.83), Discrimination (.88), Immigration
(.76), Socioeconomic Living Conditions (.71), and Socioreligious Aspects (.69). There is
evidence for predictive validity such that post-migration living difficulties were positively
associated with mental health symptoms (e.g., depression, anxiety, and PTSD) in Iraqi
immigrants to the Netherlands (Laban et al., 2005). The Post-Migration Living Problems scale
was modified for the present study to reflect the study’s general Arab immigrant sample (i.e.,
changing “Iraq” to “back home” in the questions). The primary researcher acquired the proper
permission before making this modification. The Cronbach’s alpha value for the overall PMLD
questionnaire for the present study was .91. The following were the Cronbach’s alpha levels
across subscales for the present study: Family Issues (.81), Discrimination (.93), Immigration
(.68), Socioeconomic Living Conditions (.73), and Socioreligious Aspects (.76).
Trait Resilience: The Connor-Davidson Resilience Scale 10-Item. The ConnorDavidson Resilience Scale-10 (CD-RISC-10; Campbell-Sills & Stein, 2007; Connor &
Davidson, 2003) is a 10 item self-report questionnaire used to measure trait resilience. It consists
of items which reflect the ability to adapt to change, persevere in light of failure, the ability to
cope with negative emotions, and the belief that one can cope with any stressors with which they
are faced. A sample item is “I am able to adapt when changes occur.” Items are rated on a 5-
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point Likert scale ranging from 0 (Not True at All) to 4 (True Nearly All the Time). Individual
scores are calculated by summing the individual responses of the 10 questions, with higher
scores associated with greater trait resilience.
The CDRS-10 was normed on a sample of 1700 undergraduate students, demonstrating
good internal consistency (Cronbach’s alpha = .85; Campbell-Sills & Stein, 2007). The CDRISC-10 is also highly correlated with original CD-RISC (r = .92). In terms of validity, the CDRISC-10 has demonstrated good construct validity (Campbell-Sills & Stein, 2007). The full
version of this measure has been used to measure trait resilience in 480 Arabic speaking
undergraduate students attending a Jordanian university (Hamdan-Mansour & Shaheen, 2014).
This study reported acceptable internal consistency with its Middle Eastern sample (Cronbach’s
alpha = .79). The Cronbach’s alpha value for the CD-RISC for the present study was .89.
Acculturation: Vancouver Index of Acculturation – Modified Arab Version. The
Vancouver Index of Acculturation – Modified Arab Version (VIA; Ryder et al., 2000; Amer,
2005) is a 20-item self-report questionnaire used to assess heritage ethnic and mainstream
identities. The original VIA is composed of two subscales: Heritage and Mainstream, each of
which contain 10 items and measure the degree to which participants ascribe to heritage and
mainstream values, behaviours, traditions, and level of comfort with their heritage and the
mainstream culture. Amer (2005) modified the initial VIA to better suit Arab respondents by
specifying “Arab culture” on items indicating “heritage culture.” Amer (2005) also renamed the
subscales to “Arab” (previously Heritage) and “American” (previously Mainstream) to better suit
the sample. A sample item from the Arab subscale is “I often participate in Arab cultural
traditions.” A sample item from the American subscale is “I often behave in ways that are
typically American.” Items are rated on a 9-point Likert scale ranging from 1 (strongly disagree)
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to 9 (strongly agree). Individual scores are calculated by summing the responses of the 10 items
in each subscale and dividing by 10 (i.e., taking the average), with higher scores suggesting
greater ethnic identity in either the Arab or American culture. These scores can also be used to
classify participants into different acculturation statuses.
The VIA was initially created by Ryder et al. (2000). Based on this initial study, the VIA
had excellent internal consistency reliability for the Heritage (Cronbach’s alpha = .91) subscale
and good internal consistency reliability for the Mainstream (Cronbach’s alpha = .85) subscale.
The initial VIA exhibited convergent validity, as higher scores on Mainstream subscale were
associated with other indices associated with adoption of mainstream culture including English
proficiency, generational status, and time since immigration (Ryder et al., 2000). Amer (2005)
tested the modified Arab version of the VIA with over 600 participants and reported good
internal consistency reliability for both the Arab subscale (Cronbach’s alpha = .88) and the
American subscale (Cronbach’s alpha = .82). The VIA-A used in the present study was slightly
modified to reflect the Canadian sample (i.e., changing “American” to “Canadian” in the
questions). The Cronbach’s alpha value for the Canadian subscale for the present study was .84,
and the Cronbach’s alpha value for the Arab subscale was .86.
Coping: The Cross-Cultural Coping Scale. The Cross-Cultural Coping Scale (CCCS;
Kuo et al., 2006) is a 20 item self-report questionnaire used to assess coping styles for
individuals from collectivist cultures. First, participants reviewed a scenario outlined in Kuo et
al. (2006) and rated whether they would use specific ways to cope based on this scenario. The
scenario used in the present study was related to a conflict with a colleague at work. The CCCS
is composed of three subscales: Collective Coping (8 items), Avoidance Coping (7 items), and
Engagement Coping (5 items). In the collective coping subscale, items include talking with
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parents, family member, authority figures, and friends in order to cope with stressors. A sample
item from the Collective subscale is “I talk with and get help from one or both of my parents.”
The avoidance coping subscale includes responses involving forgetting about the problem,
distraction, and responding to the problem in ways that are unobtrusive (e.g., keeping emotions
to oneself). A sample item from the Avoidance subscale is “I try to block out or forget about
what is bothering me.” The engagement coping subscale involves more individualistic coping
strategies including relying on oneself and taking action. A sample item from the Engagement
subscale is “I think about the situation carefully and think of options before I decide what to do.”
The CCCS was normed on a sample of international students attending school in the
United States, with a minority of the sample (8%) being Middle Eastern international students.
The subscales of the CCCS have demonstrated acceptable internal consistency reliability in
different studies (e.g., Collective coping Cronbach’s alpha = .74-.80; Kuo et al., 2006,
Engagement coping Cronbach’s alpha = .76; Webster et al., 2006, Avoidance coping Cronbach’s
alpha = .63 - .77; Kuo et al., 2006). Test-retest reliability for this measure was strong (r = .88;
Webster et al., 2006). There is evidence for convergent validity between the Collective coping
subscale and measures of interdependent self-construal and between the Engagement coping and
independent self-construal (Kuo et al., 2006). The Cronbach’s alpha values for the subscales
from the present study are as follows: Collective Coping (.83), Engagement Coping (.75),
Avoidance Coping (.78).
Coping: The Brief-Coping Orientation to Problem Experiences: The Brief-Coping
Orientation to Problem Experiences (Brief-COPE; Carver, 1997) is a 28 item self-report
questionnaire used to assess coping styles for individuals experiencing stressful situations. The
Brief-COPE is composed of 14 subscales, each consisting of 2 items. The Self-Distraction
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subscale includes engaging in other activities to distract oneself from the stressor (e.g., “I've been
turning to work or other activities to take my mind off things”). The Active Coping subscale
involves taking direct actions that make the stressful situation better (e.g., “I’ve been
concentrating my efforts on doing something about the situation I’m in”). The Denial subscale
involves denying that the stressful situation exists (e.g., “I’ve been refusing to believe that it has
happened”). The Substance Use subscale involves using drugs or alcohol to cope with stressful
situations (e.g., “I’ve been using alcohol or other drugs to help me get through it”). The Use of
Emotional Support subscale includes actions that involve another person to cope with a stressor
(e.g., “I’ve been getting emotional support from others”). The Use of Instrumental Support
subscale involves asking for help or advice from others to cope (e.g., “I’ve been trying to get
advice or help from other people about what to do”). The Behavioural Disengagement subscale
involves avoiding coping all together (e.g., “I’ve been giving up trying to deal with it”). The
Venting subscale involves talking to release negative feelings (e.g., “I’ve been expressing my
negative feelings”). The Positive Reframing subscale involves searching for positive aspects of
the stressful situation (e.g., “I’ve been looking for something good in what is happening”). The
Planning subscale involves developing strategy to handle to situation (e.g., “I’ve been thinking
hard about what steps to take”). The Humour subscale includes items where people use jokes to
make light of and cope with the situation (e.g., “I’ve been making fun of the situation.”). The
Acceptance subscale involves acknowledging the reality of the situation (e.g., “I’ve been
learning to live with it”). The Religion subscale involves using religious beliefs or prayer as a
way of coping (e.g., “I’ve been trying to find comfort in my religion or spiritual beliefs”). The
Self Blame scale involves criticizing oneself about the stressful situation (e.g., “I’ve been
blaming myself for things that happened”). The subscales of the Brief COPE demonstrated
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acceptable internal consistency reliability ranging from .57 to .90 (Carver, 1997). The following
are the internal consistency reliabilities reported in Carver (1997): Active Coping (.68), Planning
(.73), Positive Reframing (.64), Acceptance (.57), Humour (.73), Religion (.82), Emotional
Support (.71), Instrumental Support (.64), Self-Discipline (.71), Denial (.54), Vent (.50),
Substance Use (.90), Behavioural Disengagement (.65), and Self-Blame (.69). There is evidence
for convergent validity between the denial and substance use subscales and measures of
perceived stress and subjective well-being (Garcia et al., 2018). The Cronbach’s alpha values for
the subscales from the present study are as follows: Active Coping (.86), Planning (.56), Positive
Reframing (.81), Acceptance (.16), Humour (.95), Religion (.87), Emotional Support (.74),
Instrumental Support (.93), Self-Discipline (.66), Denial (.67), Vent (.59), Substance Use (.85),
Behavioural Disengagement (.68), and Self-Blame (.97). Further analyses to address the wide
range of subscale internal consistency reliabilities (i.e., from poor to excellent) for the present
study will be addressed in the Results section.
Qualitative study measures. The following section includes information about the
qualitative interview that was created for the present study (see Appendix B for the full interview
protocol).
Qualitative interview. The interview guide for the present study was created to address
qualitative research questions that emerged after conducting preliminary analyses on the
quantitative data. Table 5 includes the qualitative interview questions. The first portion of the
interview included open ended questions about each immigrants’ daily life in their country of
origin, reasons for immigrating to Canada, and their migration journey to help me understand the
context for each participant pre-immigration. The second portion of the interview asked
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Table 5
Qualitative Interview Questions
Understanding
the Context
1. What was your day-to-day life like living in your native country of
___________?
2. What led you to move from [country] to Canada?
3. Is there an event that stands out in your mind that led to your
decision to leave and come to Canada?
4. Please tell me the story of your journey to Canada, starting from
when you left or were displaced from your home country up to
when you arrived in Canada.
Potential Follow up Questions
• Did you spend time in another country before coming to
Canada? What country did you move to after leaving your home
country?
• Tell me a story that describes your day-to-day experience living
in [country].
• What specific memory stands out when you think about living in
[country]?
Risk and
Protective
Factors for
Mental Health

5. Did you face any struggles or difficulties in the first year you lived
in Canada?
• What were the most difficult parts for you about living in
Canada during this time?
• Given all these difficulties that you mentioned, can you
explain how these challenges affected you and your life?
6. What were the most helpful parts of life in your first few years in
Canada?
• Please explain how these helpful aspects affected you and your
life.
[Ask question #7 to participants who have been in Canada 3 or more
years]
7. What challenges do you face now?
• How do these challenges compare to those faced in your
first few years in Canada?
• Please explain how the challenges you face now affect you
and your life.
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Coping

8. Can you first identify one or two stressful situations you have
encountered or are currently dealing with after you migrated to
Canada?
Potential follow up questions:
• Please describe how you cope and what your preferred
way of coping are in responding to stressful life events.
What do you do most often?
• Are there specific types of problems you face where you
prefer to cope alone versus coping with the help of friends
and family?
9. Is there anything else I should know about your experience as an
Arab-Canadian immigrant?
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participants to identify and describe the most poignant risk and protective factors that were
associated with their mental health when they first arrived in Canada and thereafter. These
questions were asked to gather data related to why and how certain risk and protective factors are
associated with participants’ mental health and well-being. Last, participants were asked to
identify a stressful situation they had encountered and to use that example to describe their
preferred methods of coping. These questions were designed to gather more in-depth and
nuanced information about preferred coping strategies and the process of selecting a strategy.
Procedure
Part 1: Quantitative Survey. The primary researcher obtained ethics clearance from the
University of Windsor Research Ethics Board to conduct the study. Thereafter, participants were
recruited from (a) the Windsor-Essex community and (b) the Psychology Department Participant
Pool.
Community participants. First, I recruited Arab immigrants in the community in several
ways with trained research assistants, such as setting up informational booths at locations and
events where Arab immigrants may frequent and by posting informational flyers at places of
worship and community centers where the Arabic language is spoken. Also, I participated in
several weeks of in person community recruitment over the course of the study, including 5 days
at the Devonshire Mall, 2 days at the Tecumseh Mall, 10 days in various University of Windsor
buildings (e.g., CAW centre, engineering building), and attending several outings hosted by
different Muslim student groups on campus (e.g., WeConnect, TMA), most of whose members
and attendees have an Arab ethnic background. At these in person recruitment initiatives, after
first ensuring that interested participants were eligible to participate in the study, I collected
participants’ contact information and their preferred method of completing the study (i.e., online
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or in person). Participants who were not comfortable with computers or who might have required
Arabic translations of the measures were encouraged to complete an in-person study using paper
and pencil questionnaires. Participants who were comfortable with the online platform and
completing the survey in English were able to choose to either complete the study online or in
person.
Participants who indicated a preference to complete in person questionnaires were
contacted at a later date to schedule an individual appointment with me to complete the study at
the University of Windsor. Next, I met participants at the University of Windsor where the I
facilitated the study in English. I reviewed relevant sections of the consent form (see Appendix
C) and answered questions the participants had about the consent form and/or the research. Next,
participants completed several paper and pencil questionnaires in the language of their choosing
(Arabic or English). Note that no participants chose to complete the study in Arabic, despite the
availability of translated measures and consent forms. Participants were then given a list of
psychological resources to access should they experience distress after completing the
questionnaires (see Appendix D). Each participant was compensated with a $15 gift card to Tim
Hortons or Walmart as a token of appreciation for their time.
Participants who were recruited in the community who spoke fluent English and were
comfortable with computers and the internet were offered the opportunity to complete the
quantitative portion of the study online. They were emailed a unique survey link and password in
order to complete the study. Participants first reviewed the consent form online and provided
consent to participate. At the end of the study, participants were given the choice to enter
themselves into a draw for 1 of 4 $25 gift cards. Participants also viewed a list of psychological
resources to access if they experienced distress after completing the questionnaires (see
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Appendix D). Note that the incentives for research participants were different and higher for the
in person study to cover the costs of transportation and parking and as recognition for
participants’ efforts to come to campus to complete the questionnaires.
Participant pool participants. Participants were also recruited from the University of
Windsor’s participant pool website. Using this pool, participants responded to a screening
questionnaire in order to only recruit participants who were first generation Arab immigrants.
These participants viewed the advertisement for the study and signed up for the study if they
were interested. They received a link to complete the study and first reviewed a consent form
(see Appendix E) and subsequently completed online questionnaires. Participants were awarded
1 bonus point to use toward eligible courses once they had completed the study.
Community and participant pool participants. All participants received a short debriefing
at the end of the in person study or at the end of the online survey, if the study was conducted
online. Next, all participants were asked at the end of the survey if they would be interested in
being contacted for a telephone interview with the primary researcher to elaborate on factors
associated with their well-being and their preferred coping strategies for a $15 incentive.
Part 2: Interview. According to Creswell (2015), in order to properly design an
explanatory sequential mixed methods study, the interview questions should be created after
preliminary analysis of the quantitative data. The goal of the qualitative interview in this type of
mixed methods research design is to elaborate on specific quantitative findings to better
understand the process through which the finding occurred (Creswell, 2015). Thus, after the
quantitative data were collected, I conducted a preliminary analysis of the data. That is, the data
were cleaned and correlations between independent and dependent variables were computed to
observe associations within the dataset. With these correlations in mind, I created an interview
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protocol in collaboration with my research supervisor and the department qualitative research
consultant that aimed to better understand the context that led to participants’ immigration to
Canada, the most salient risk and protective factors for participants once arrived to Canada, and
an exploration about preferred methods of coping (see Appendix B). The interview was piloted
with someone who met inclusion criteria for the present study but who was not an actual
participant. This was done to determine whether the participant understood the language of the
interview questions and to see whether the wording of the interview appeared conversational and
flowed well. I asked for input from the pilot participant about how the interview may be
improved. I made final edits to the interview protocol to reflect these suggestions (i.e.,
simplifying language, adding transitions between segments of the interview).
I obtained research ethics clearance to conduct the interviews. In deciding who to contact
for the interview, I ensured that amongst those participants who agreed to be contacted for the
interview, participants with a range of well-being scores (i.e., low, medium, high) on the
quantitative survey were invited to participate in an individual, semi-structured 30-minute-long
interview (see Figure 2, page 57, for a flow chart of participants). I phoned or emailed
participants to invite them to participate in the interview. Participants who were still interested in
participating in the interview scheduled a time with the interviewer to complete the interview
over the telephone or via Skype. After this, participants were emailed general (Appendix F) and
audio consent forms (Appendix G) for participation in the interview. Participants were asked to
review the general and audio consent forms prior to their interview. At the beginning of the
interview, I obtained verbal consent to conduct the telephone or Skype interview and
documented the date and time when consent was obtained. All interviews were audio recorded
using a computer program called Audacity and were encrypted while stored. Participants were

73

offered a $15 gift card for participating. Afterwards, the interviews were transcribed and checked
by the primary researcher and a trained research assistant in preparation for data analysis.
Data analysis and coding. Interpretive phenomenological analysis (IPA) was chosen as
the analytical method to explore the qualitative research questions. That is, one goal of IPA is
understanding lived experiences (i.e., the phenomenological approach; Smith & Osborne, 2007).
For the present study, the goal was to understand participants’ lived experiences with respect to
immigration, risk and protective factors for mental health once arrived to Canada, and
approaches to coping with stressors. Further, this qualitative methodology helps explore the
nuances and reasons participants choose to cope in specific ways that cannot be explained
exclusively by the cross-sectional quantitative results.
For the present study, IPA qualitative analyses were based on the steps outlined by Smith
and Osborne (2007). First, I read through one interview transcript several times, and noted my
reactions to the content. In the following read throughs of the transcript, I commented on
possible superordinate, subordinate, and associated subthemes that emerged from the transcripts.
In later iterations, I tried to understand the meaning, underlying messages, and nuances of the
participants’ words. Next, I evaluated the themes that emerged from the first transcript and
searched for connections between them, which was the beginning stage of developing
superordinate, subordinate, and general themes. Given the structure and design of the interview,
superordinate themes related to understanding the premigration context, post-migration risk and
protective factors, and coping were evident at this stage.
Once specific superordinate, subordinate, and general narrative themes emerged and were
tentatively named, I reread the transcript and coded qualitative units of data within specific
superordinate, subordinate, and general themes and ensured that the content fit with the themes I
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had tentatively identified (the iterative approach). Next, I reviewed the remaining transcripts,
using the initial themes as a general guide to coding individual units, but remained open-minded
to the creation of new themes or the need to edit old themes. This process unfolded over 11
transcripts. Themes sometimes required renaming to best fit the data subsumed within them.
Afterward, I began the process of re-evaluating the 11 transcripts and coding units that were not
initially categorized and rearranging units into different themes where they fit better. This
process was repeated several times until most of the data could be coded into specific themes.
Notably, themes were created based on the salience of what the participants were describing and
whether the nature of the theme has been identified in the literature, rather than the number of
units subsumed within a theme. Last, the themes and all units categorized under these themes
were evaluated to ensure that the data fit the theme under which it was categorized. These
themes and the qualitative units within them were reviewed by my research supervisor, who is
familiar with the Arab immigrant literature, the developmental psychopathology perspective, and
is of Arab descent herself. She largely agreed with the themes and the units within them, and she
made a suggestion about the presence of two additional themes. The transcripts were then reevaluated once more to reflect the two new sub themes which were added.
Positionality statement. In qualitative research, it is important for the researcher to
disclose any potential biases they may hold (e.g., personal experiences or views that are relevant
to the study’s participant sample or research questions; Creswell, 2015). Researchers are humans
with values, biases, and experiences, which may unknowingly guide the research process. To this
point, the differences between myself and my participants may have acted as a source of bias in
determining my research questions, my choice of methods, and how I understood the data I
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collected. I will summarize key characteristics about me that may influence my work as a
researcher with the Arab-Canadian immigrant population to provide context for the reader.
I am conducting this research from the perspective of a 1.5 generation Arab-Canadian
immigrant. I was born in Baghdad, Iraq and immigrated to Canada with my family in 1995 at age
4. Despite being an Arab-Canadian immigrant, my participants and I differ in many ways. First,
my young age of arrival (and my 1.5 generation status) influences my understanding of the ArabCanadian immigrant experience. That is, I arrived in Canada at a young age and have no
memories of any difficulties my family faced. My understanding of the challenges new
immigrants face came in the form of stories told to me by my family and family friends much
later in my life. These stories cannot replace the first hand lived experiences of some study
participants who immigrated to Canada at an older age. Thus, I will never fully be able to grasp
the trials and tribulations that immigrating to Canada from an Arab country may bring. As a
result, I may have failed to include more subtle risk and protective factors as areas of study for
the present research. On the other hand, I may also have bias in viewing the importance of
specific risk and protective factors based on their effect on my family.
Next, my family and I are Christian and are thus part of the majority religion in Canada.
This experience (initially being a religious minority in Iraq and eventually becoming part of the
religious majority in Canada) is unlike the experiences of many of my participants, who are
Muslim-Canadians. My experience as a Christian Arab woman likely serves as a bias for me as
well, as my experiences of overt discrimination likely differ from those of my female Muslim
and male Muslim participants. Along these lines, my experiences with respect to discrimination
have come in the form of witnessing microaggressions and overt discrimination toward other
Arab immigrants but these have not been directed toward me. Again, not having lived through
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discrimination firsthand means that I have a privileged experience as an Arab-Canadian
immigrant compared to many of my research participants. Further, I have lived in Windsor,
Ontario for 25 years and grew up with a very small Arab community around me, so I quickly
absorbed the Canadian culture. In terms of acculturation, I was assimilated until age 23 when I
started graduate school and since then, I would consider myself to be integrated. Valuing both
the Canadian and Arab cultures gives me a different worldview than some of my participants
who may be assimilated, marginalized, or separated. I cherish both the collective values and
individualistic values I have learned from being exposed to both the Arab and Canadian cultures.
Thus, I am biased in believing that integrating both cultures is beneficial for mental health based
on my personal experiences.
Currently, I am a graduate student pursuing a doctoral degree in clinical psychology,
which further differentiates me from the majority of my participants. As a graduate student in
clinical psychology, I have been taught to approach clinical issues using the developmental
psychopathology framework. Thus, I may be biased toward this model in understanding mental
health outcomes, and I have chosen to use this model to inform my research as well. As a
researcher in this area, I am also immersed in reading research about Arab immigrants, which
may also bias my views on key risk and protective factors for this population. Finally, my work
as a clinician influences how I interpret my findings, given I have a strong understanding of
general factors that may maintain or worsen mental health in the general population. Overall, I
acknowledge the many similarities and differences between myself and my research participants
and the bias that these may bring to all aspects of the research process, and particularly the
results, which are outlined next.
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CHAPTER 4 - RESULTS
Quantitative Analyses
Preliminary analyses. Preliminary analyses for the present study included evaluation of
missing data, testing assumptions of linear regression, as well as the results of an exploratory
factor analysis conducted on one of the study measures with weak internal consistency
reliability.
Missing data. There were 645 missing data points out of 32,164 data points and the
proportion amounted to 2% missing data overall. This is an acceptable proportion of missing
data according to Tabachnick and Fidell (2007), whose recommendation for an acceptable
amount of missing data is less than 5%. Results of Little’s Missing Completely at Random
(MCAR) suggest that these data were missing at random, X2 (3087) = 3082.67, p = .518.
Tabachnick and Fidell (2007) suggest that if less than 5% of the data were missing and the data
are missing at random, missing data can be imputed using the expectation maximization (EM)
technique. Thus, I imputed the missing data at the subscale level using EM. For measures that
had subscales, I imputed at the individual subscale level to ensure the most accurate estimates of
the missing values. All scales and subscales needed to be imputed to complete the dataset.
Testing assumptions. I tested the assumptions of linear regression outlined in Cohen and
colleagues (2003). The first assumption tested was the absence of outliers and influential
observations. Outliers were identified as data points with standardized residual scores less than 3.29 or greater than +3.29. Overall, 11 outliers (three independent variable outliers and eight
dependent variable outliers) were identified using these guidelines. These data points were
subsequently winsorized in order to satisfy the assumption of absence of univariate outliers.
Winsorizing involves assigning the outlier data points the same value as the highest data point
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that is not an outlier (Salkind, 2010). Influential observations, or multivariate outliers, were
assessed by evaluating Cook’s and Mahalanobis’ distances. With respect to Cook’s distance,
none of the values approached or exceeded 1 (Cohen et al., 2003). Similarly, when a
Mahalanobis distance was calculated for each participant, none of the scores exceeded the
critical chi value at p = .001(Cohen et al., 2003). Taken together, this suggests that the
assumption of absence of influential observations was met.
The next assumption that was tested was the assumption of normality of the dependent
variables. This assumption was tested using the Shapiro-Wilk statistic, evaluating the skewness
and kurtosis values of the dependent variables, and evaluating histograms of the distribution of
the dependent variables (Cohen et al., 2003). The Shapiro Wilk statistic was significant for most
of the dependent variables (i.e., flourishing, satisfaction with life, positive emotions, depression,
anxiety, PTSD symptoms), suggesting that these dependent variables were not normally
distributed. However, upon examination of their skewness and kurtosis values, it was determined
that satisfaction with life, positive emotions, and depression had skewness and kurtosis values
within the acceptable range (i.e., within +/- 2 and +/-3, respectively; Cohen et al., 2003) and their
histograms were bell shaped (i.e., normally distributed), thus meeting the assumption of
normality. However, the skewness and kurtosis values for PTSD, anxiety, and flourishing were
both outside of the acceptable range. Further, the histograms for PTSD and anxiety were
positively skewed and the histogram for flourishing was negatively skewed. These non-normally
distributed dependent variables were transformed in order to satisfy the assumption of normality
of dependent variables. The anxiety variable was transformed using a square root transformation
and the PTSD variable was transformed using a log transformation. After transformation,
skewness and kurtosis values were within normal limits for both variables. Additionally, both
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histograms improved after the transformation and appeared more normally distributed. The
flourishing dependent variable was negatively skewed. Thus, a reflection was conducted in order
for it to become positively skewed in preparation for a transformation. The reflected flourishing
values were transformed using the square root transformation, after which the skewness and
kurtosis values were within normal limits. Additionally, the shape of the histogram improved
(i.e., appeared more bell curved). These transformed variables will be denoted with a “t” before
the variable name in subsequent tables to remind readers that the variables used in analyses have
been transformed. Overall, the assumption of normality was met.
Next, the assumption of linearity was assessed. I used the scatterplots of dependent and
independent variable and the scatterplots of residual values to assess this assumption (Cohen et
al., 2003). Visual examination of various combinations of independent variables and dependent
variables revealed general linear trends in the data. In addition, the scatterplots of residuals were
symmetrical for all the dependent variables. Based on these scatterplots, the assumption of
linearity had been met.
The next assumption tested was absence of multicollinearity. Multicollinearity occurs
when two or more variables predict a large proportion of the variance of another independent
variable (Cohen et al., 2003). I first assessed for collinearity, which is when two predictor
variables are highly correlated (Cohen et al., 2003). None of the correlations between
independent variables were highly correlated (i.e., > .8; Cohen et al., 2003). Rather, the
correlations of the independent variables ranged from -.17 to +.36. Next, to assess for
multicollinearity, I ran several regressions, regressing the independent variables onto different
independent variables. The results of all these regressions revealed tolerance and VIF values
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within normal limits (i.e., greater than 0.2 and less than 10, respectively; Cohen et al., 2003).
These results suggest that the assumption of absence of multicollinearity was met.
The next assumption assessed was homoscedasticity. The residuals plots were used to
assess this assumption. Visual examination of the residuals plot revealed symmetry, suggesting
that error in predicting all values was similar (Cohen et al., 2003). Further, visual examination of
the plot suggests that the residuals are independent and not clustered together. Thus, the
assumption of homoscedasticity had been met.
The last assumption that was tested was the independence of observations assumption.
This assumption was met due to the study design. That is, most participants completed the study
online, so it is unlikely that a participant could influence another participant’s answers. Although
participants were instructed to complete the study in a quiet, private place, it is possible that they
may have asked others around them for help or opinions. However, it is assumed that most
participants completed the study by themselves. Similarly, this was unlikely to happen for the
participants who completed the study in person because each participant completed the study
independently. Thus, the assumption of independence of observations was met.
Exploratory factor analysis for the Brief-COPE. The internal consistency for six of the
fourteen subscales of the Brief COPE were weak, including Planning (α = .56), Acceptance (α =
.16), Self-Discipline (α = .66), Denial (α = .67), Vent (α = .59), and Behavioural Disengagement
(α = .68). This suggests that perhaps these coping constructs, which were created based on a
majority Caucasian sample who were living in the United States, might not be applicable to the
present study’s Arab Canadian population. Thus, I conducted an exploratory factor analysis
(EFA) to investigate the underlying factor structure for the Brief COPE in this sample. Factor
analysis aims to identify the shared variance among groups of measured variables (i.e., latent
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constructs; Stevens, 2009). Given that the aim was to identify the underlying variables of the
Brief COPE and to describe each factor based on its items, a principal axis analysis (i.e., an
EFA) was chosen to explain correlations among the variables and to identify factors.
Specifically, an EFA was chosen over a confirmatory factor analysis because there was no
hypothesis as to which underlying latent variables would be found.
An EFA using principal axis factoring and using with oblique (promax) rotation was used
in evaluating the factor structure of the Brief COPE (Carver, 1999). Principal axis factoring was
used because it assumes that the data are not normally distributed, which was the case for the
Brief COPE data. An oblique rotation was most appropriate because several factors were highly
correlated with each other (see Table 6). The present sample size was adequate to detect factors
within the data, as both Kaiser-Meyer-Olkin (KMO) and Bartlett’s test of adequacy were within
acceptable ranges. That is, the KMO = .80, which is “great” according to Field (2009). Further,
Bartlett’s test was statistically significant, χ2 (378) = 3740.46, p < .001, suggesting the
correlations between test items were strong enough to conduct an EFA.
The decision about the number of factors to extract was based on parallel analysis, which
is the most reliable method to identify the number of factors present in datasets (Zwick &
Velicer, 1986). Although the Kaiser-Guttman rule (eigenvalues greater than one) suggested there
were eight factors present in the dataset, this method was not chosen because Kaiser’s criterion
overestimates the number of factors to retain in smaller sample sizes (i.e., less than 250; Field,
2009). Thus, parallel analysis was used in assessing the number of factors to retain. In this
approach, the eigenvalues of each factor are compared with eigenvalues calculated from a
randomized dataset that has the same number of participants and variables as the Brief COPE.
The fifth factor was the factor at which the eigenvalues of the actual data were greater than the
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Table 6
Factor Correlation Matrix
1. Proactive reflective
2. Support from other
3. Self-criticism
4. Avoidance
5. Religious

Inter-Factor Correlations
Factor 1
Factor 2
Factor 3
1.00
.54
1.00
.37
.37
1.00
.21
.34
.38
.38
.48
.33
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Factor 4

1.00
.24

Factor 5

1.00

eigenvalues of the randomized raw data, suggesting that there are five factors present in the data.
These five factors explained 62.1% of the total variance. This percentage of variance explained is
in line with Hair et al. (2012) recommendation that factors should explain at least 60% of the
variance of a construct in order for the construct to be considered valid.
Next, I used both oblimin and promax rotations (both types of oblique rotations) to
explore the underlying factor structure of the variables. Both the oblimin and promax rotations
yielded the same factors with the same items subsumed within them. Similarly, both had no cross
loadings over .40 for specific items. Similarly, the same five questions did not load onto the
factor structures of either the oblimin and promax rotated factors (see Table 7). These five items
were ultimately deleted. In the end, the promax rotation was chosen because this rotation yielded
stronger correlations between items and their associated factors than did the oblimin rotation.
The first factor was called “proactive reflective coping”, as it encompassed active
(problem focused), positive reframing, planning, humour, and acceptance types of coping. The
second factor was named “support from others” and included items wherein participants receive
instrumental and/or emotional support from friends and family members. The third factor was
named “self-criticism” and included items wherein a participant blames or criticizes him or
herself for the problem they are experiencing. The fourth factor was named “avoidance” and
included items wherein participants endorsed denying that a problem exists and using drugs or
alcohol to forget about the problem. The last factor was named “religious” and described the use
of prayer and religious beliefs as a means of coping.

84

Table 7
Rotated Factor Pattern Matrix for the Brief-COPE (Carver, 1999)
I've been concentrating my efforts on doing something
about the situation I'm in.
I've been trying to come up with a strategy about what to
do.
I've been looking for something good in what is happening
I've been making jokes about it.
I've been taking action to try to make the situation better.
I've been accepting the reality of the fact that it has
happened
I've been trying to see it in a different light, to make it seem
more positive.
I've been making fun of the situation.
I've been thinking hard about what steps to take.
I've been turning to work or other activities to take my mind
off things.
I’ve been getting help and advice from other people.
I've been trying to get advice or help from other people
about what to do.
I've been getting comfort and understanding from someone.
I've been getting emotional support from others.
I've been expressing my negative feelings
I've been blaming myself for the things that happened
I’ve been criticizing myself.
I've been giving up the attempt to cope.
I've been doing something to think about it less such as
watching TV, reading, daydreaming, sleeping, or shopping.
I've been using alcohol or other drugs to make myself feel
better.
I've been using alcohol or other drugs to help me get
through it.
I've been saying to myself "this isn't real."
I've been giving up trying to deal with it.
I've been refusing to believe that it has happened.
I've been saying things to let my unpleasant feelings escape.
I've been trying to find comfort in my religion or spiritual
beliefs
I've been praying or meditating.
I've been learning to live with it.
Eigenvalues
% of variance

α

Factor1

Factor2

Factor3

Factor4

Factor5

.77

-.01

-.13

.07

.10

.74

.06

.00

-.01

.11

.74
.70
.69
.68

-.10
-.10
.14
-.01

-.02
.25
-.20
-.08

-.01
.09
.03
-.11

.23
-.31
.09
.16

.66

.06

-.03

.06

.14

.63
.60
.26

-.11
.12
.19

.29
.10
.22

.09
-.11
.06

-.27
-.02
.02

.00
-.06

1.06
1.05

-.109
-.24

.00
-.06

-.14
-.10

.16
.03
.13
.06
.07
-.28
.18

.65
.59
.27
-.03
-.06
.01
.31

.05
-.04
.15
.99
.94
.48
.33

-.05
.15
.03
-.09
-.08
.35
-.12

.05
.00
.12
-.11
-.10
.18
.12

.12

-.25

-.25

.83

-.22

.11

-.05

-.09

.74

-.24

-.04
-.18
-.03
.20
.12

-.01
.13
.05
.15
-.09

.08
.21
.18
.08
-.06

.51
.46
.44
.26
-.05

.26
.20
.18
.15
.92

.09
.03
8.88
31.71
.89

-.10
.05
2.78
9.92
.88

-.05
-.18
2.14
7.64
.97

-.06
.00
1.87
6.68
.73

.91
.14
1.64
5.84
.87

*Note. Factor loadings greater than .40 are bolded. Italicized items are items that were deleted.
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Reliability analyses for the five factors were calculated using Cronbach’s alpha and
ranged from the “satisfactory” to “excellent” range. One item from factor 3 (“I’ve been giving up
the attempt to cope”) was deleted in this process, as deleting the item substantially improved
Cronbach’s alpha (i.e., α = .82 to α = .97). The remaining items all remained in their specific
factors, as deleting any item made the scale less reliable. The specific internal consistency
reliabilities calculated were as follows: proactive coping (α = .89), support from other (α = .88),
self-criticism (α = .97), avoidance (α = .73), and religious coping (α = .87). Scores on each of
these factors were calculated by summing the values on variables in each factor, which
Tabachnick and Fidell (2013) endorse as being “entirely adequate for many research purposes”
(p. 655). Thus, higher scores on any of these subscales indicates a higher level of use of a
particular coping style. Overall, 22 items from the original Brief COPE (Carver, 1999) were used
to create five factors that underlie coping styles used by the present Arab-Canadian sample.
Choosing a coping measure for analyses. Participants were administered both the Brief
COPE (Carver, 1999) and the Cross-Cultural Coping Scale (CCCS; Kuo et al., 2006) as
measures of coping for the present study. As described earlier, an exploratory factor analysis was
conducted on the Brief COPE due to poor internal consistency reliability scores for several of the
original subscales. The factor analyzed subscales demonstrated much stronger internal
consistency reliability, ranging from .73 to .97. The subscales of the CCCS, although created
using an Asian-Canadian immigrant population, demonstrated relatively strong internal
consistency reliability for the present study, ranging from .75 to .83, which are comparable to the
original study’s alpha coefficients, which ranged from .63 to .80 (Kuo et al., 2006). Thus, it
would appear that the three CCCS subscales are also relevant for the Arab immigrant population.
Given the overlap between many of the items and subscales of the Brief-COPE and the CCCS
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(i.e., issues related to multicollinearity), it was necessary to choose one measure for inclusion in
the final analyses for the present study. The Brief COPE was chosen as the main measure of
coping due to its subscales having stronger internal consistency reliability values compared to
the subscales of the CCCS and because the subscales of the Brief COPE correlated more strongly
with the study’s dependent variables as compared to the CCCS (see Tables 8 and 9).
Differences between groups of participants (community vs. participant pool, in person
data collection vs. online). I first evaluated whether significant differences existed on
demographic and independent and dependent variables between the participants recruited from
the community and participants recruited from the participant pool using both independent
samples t- tests and Chi square analyses. Community participants were older (M = 35.1 years)
than participant pool participants (M = 21.5 years), t = 7.65, p < .001. Similarly, community
participants were older at arrival to Canada (M = 20.00 years) compared to participant pool
participants (M = 10.10 years), t = 5.22, p < .001) and had lived in Canada for longer (M = 16.20
years) compared to participant pool participants (M = 12.30 years), t = 2.79, p < .001. Men were
more likely to be recruited from the community compared to the participant pool χ2 (1, N = 172)
= 25.05, p < .001). Additionally, community participants were more likely to be married χ2 (5, N
= 172) = 42.60, p < .001), working full time χ2 (5, N = 172) = 59.95, p < .001), and have an
income higher than $75,000 per year, χ2 (4, N = 138) = 18.52, p = .001) compared to participant
pool participants. No other significant demographic differences were noted. Next, there were
minimal statistically significant differences detected with respect to differences on the
independent and dependent variables by recruitment group and by data collection method (see
Table 10). The only statistically significant difference between the groups was with respect to
number of traumas experienced, whereby community recruited participants reported
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Table 8
Correlations between Dependent Variables and the Brief-COPE (N = 172)
1
1. t-Flourishing

-

2. Satisfaction
with life
3. Negative
emotions
4. Positive
emotions
5. Depression

.46**

2

3

4

5

6

7

8

9

10

11

12

-

-.31**

-.32**

.53**

.53*

-.62**

-.31**

-.39**

.70**

-.59**

-

6. t-Anxiety

-.24**

-.26**

.59**

-.43**

.77**

-

7. t-PTSD

-.22*

-.19

.45**

-.32**

.49**

.58**

-

8. Proactive
reflective coping
9. Support from
other
10. Self-criticism

.18*

.05

.15

.06

.26**

.34**

.34**

-

.12

.04

.20*

.01

.23**

.30**

.23*

.51**

-

-.21**

-.23**

.49**

-.34**

.51**

.43**

.33**

.33**

.23**

-

.38**

-.15*

.47**

.44**

.35**

.26**

.34**

.29**

-

.10

.16*

.27**

.39**

.34**

.15

.20**

-.15
-.20
11. Avoidance
coping
.05
.10
12. Religious
coping
*p < .05. **p < .01. ***p < .001.

-

.08

-

.11
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Table 9
Correlations between Dependent Variables and the CCCS (N = 172)
1
1. t-Flourishing

2

3

4

5

6

7

8

9

10

-

2. Satisfaction
with life

.46**

-

3. Negative
emotions

-.31**

-.32**

4. Positive
emotions

.53**

.53*

-.62**

-

5. Depression

-.31**

-.39**

.70**

-.59**

-

6. t-Anxiety

-.24**

-.26**

.59**

-.43**

.77**

-

7. t-PTSD

-.22*

-.19

.45**

-.32**

.49**

.58**

8. Collective
coping

.05

.02

.03

.03

.06

.10

.18

9. Avoidance
coping

-.09

.01

.01

.03

.13

.10

-.03

.32**

10. Engagement
coping

.22**

.18*

-.20**

.23**

-.05

.01

-.11

.09

-

*p < .05. **p < .01. ***p < .001.
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.21**

-
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Table 10
Differences in Dependent and Independent Variables for Community (n = 100) and Participant Pool (n = 72) Participants and
Online (n = 156) and In-Person Participants (n = 16)
Community
Participant
In Person
Online
(n = 100)
Pool (n = 72)
t
(n = 16)
(n = 156)
p
Variable
Mean
Mean
value p value
Mean
Mean
t value
value
Dependent Variables
Flourishing

46.18

45.57

.46

.65

45.12

46.02

-.49

.63

Life satisfaction

24.38

23.50

.75

.45

24.68

23.96

.38

.71

Positive emotions

22.34

21.63

-1.39

.32

22.17

22.05

.09

.93

Negative emotions

15.11

16.13

.99

.17

15.68

15.49

.20

.84

Depression

26.76

28.78

-1.31

.19

30.81

27.22

1.76

.09

Anxiety

16.23

18.12

-1.90

.06

19.62

16.70

1.76

.10

PTSD symptoms

5.69

8.34

-1.26

.21

12.78

13.79

1.41

.20

Number of traumas

5.37

4.14

2.02

.05*

6.15

4.76

1.35

.19

Post migration living difficulties

39.05

40.08

-.52

.60

39.56

39.44

.04

.97

Family issues

11.01

12.00

-1.54

.13

11.25

11.41

-.17

.87

Discrimination

5.34

5.69

-.87

.38

5.68

5.45

.34

.74

Immigration problems

4.95

5.26

-.88

.38

5.25

5.06

.36

.72

Socioeconomic problems

8.32

8.02

.64

.52

8.50

8.17

.42

.67

Socioreligious problems

4.63

4.99

-1.06

.29

4.75

4.77

-.05

.96

64.50

65.67

-.61

.53

63.06

65.15

-.93

.36

Independent Variables

Canadian acculturation
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Arab cultural orientation

66.96

66.92

.01

.99

70.90

66.53

1.40

.18

Trait resilience

19.44

18.13

1.32

.19

19.06

18.91

.08

.94

Proactive reflective coping

23.84

23.79

.05

.96

25.68

23.64

1.61

.12

Support from others

8.82

9.62

-1.59

.11

11.25

8.93

3.58

.00**

Self-criticism coping

4.24

4.29

-.15

.88

4.68

4.22

.89

.38

Avoidance coping

7.05

7.23

-.44

.66

8.25

7.00

1.72

.10

Religious coping

5.47

5.49

-.07

.95

6.06

5.41

1.42

.17

Coping

*p < .05. **p < .01. ***p < .001
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experiencing higher number of traumas (M = 5.37) compared to participant pool participants (M
= 4.14, t = 2.02, p = .045). Participants who completed the study in person reported higher levels
of support from others coping (M = 11.25) compared to participants who completed the study
online (M = 8.93). I also explored possible within group differences by comparing the
independent and dependent variables of participants who were born in Iraq and Lebanon, as
these were the most common countries in which participants were born but found no statistically
significant differences between the groups. Overall, the sample appears to be homogenous as
groups largely did not differ on independent and dependent variable scores.
Descriptive statistics. The means, standard deviations and ranges for the dependent and
independent variables for the overall sample and for males and females are presented in Table
11. The frequencies and percentages of the types of traumas experienced by participants and with
gender breakdowns are presented in Table 12. In general, participants most often endorsed the
following traumas: seeing someone who suffered from a life-threatening illness or injury (59%),
witnessing someone being assaulted physically (39%), and witnessing a bombing/burning/violent
destruction of residential areas (38%). On average, participants experienced approximately 5
unique traumas. Men endorsed experiencing a higher number of traumas compared to women.
Correlations. Correlations between demographic variables and well-being variables are
presented in Table 13, and correlations between demographic variables and mental illness
dependent variables are presented in Table 14. Correlations between the well-being dependent
variables and the independent variables are presented in Table 15. Correlations between the
mental illness variables and the independent variables are presented in Table 16. An additional
correlation table for the association between mental illness and well-being variables and specific
types of post-migration living difficulties are presented in Table 17.
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Table 11
Descriptive Statistics for Study Variables, N = 172
Mean
Std
Variable
(Overall)
Dev.
Dependent Variables
8.49
Flourishing
45.94
7.50
Life satisfaction
24.03
4.58
Positive emotions
22.06
4.72
Negative emotions
15.51
9.91
Depression
27.56
6.46
Anxiety
16.98
9.97
PTSD symptoms
6.77

Mean
(male)

Std
Dev.

Mean
(female)

Std
Dev.

t

45.49
24.07
21.78
14.86
27.06
15.67
1.89

9.40
7.48
4.32
4.41
9.82
5.48
5.72

46.26
24.00
22.27
15.95
27.92
17.94
4.97

7.78
7.54
4.77
4.91
10.02
6.96
9.23

-.58
.06
-1.56
-1.58
-.70
-2.31
-2.51

.60
.83
.40
.42
.52
.03*
.00***

17-56
5-35
8-30
6-29
15-57
10-37
0-36

3.87
12.43
4.39
2.61
2.10
2.90
2.19
11.9
14.29
6.33

5.24
.54
-.35
.87
.39
.31
.38
-.22
-.97
2.55

.02*
.81
.09
.62
.19
.16
.66
.70
.82
.80

0-16
22-79
5-20
3-12
3-12
5-18
3-12
10-90
10-90
0-30

6.30
3.47
1.98
2.29
1.60

-.41
-2.26
-.61
1.10
-3.14

.64
.04*
.23
.00***
.71

10-34
4-16
2-8
5-18

Independent Variables
3.95
5.69
3.94
4.31
Number of traumas
4.89
12.61
40.06
12.90
39.01
PMLD
39.46
4.15
11.26
3.81
11.49
Family issues
11.40
2.58
5.67
2.54
5.33
Discrimination
5.47
2.23
5.15
2.41
5.02
Immigration problems
5.10
3.12
8.29
3.42
8.14
Socioeconomic problems
8.21
2.16
4.84
2.13
4.72
Socioreligious problems
4.77
11.81
64.72
11.75
65.13
Canadian acculturation
64.96
13.56
65.77
12.52
67.80
Arab cultural orientation
66.94
6.40
20.35
6.27
17.87
Trait resilience
18.92
Coping
6.45
23.58
6.69
23.99
Proactive reflective
23.83
3.27
8.49
2.85
9.62
Support from other
9.14
1.91
4.16
1.80
4.34
Self-criticism
4.26
7.12
7.37
3.10
6.94
Avoidance
2.64
1.67
5.02
1.66
5.81
Religious
5.47
*Note. PMLD = Post migration living difficulties. *p < .05. **p < .01. ***p < .001.
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Range

2-8
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Table 12
Frequency of Various Traumas Experienced by Participants in General and by Gender (N = 172)
Entire sample
Male (n = 73)
Female (n = 99)
(N=171)
n
%
n
%
n
%

t

p

Severely deprived of food and water

18

10.5

8

11.0

10

10.1

.18

.86

Exposed to armed combat

45

26.2

22

30.1

23

23.2

1.01

.31

Witnessed an execution

12

7.0

6

8.2

6

6.1

.55

.59

22.1

22

30.1

16

16.2

2.2

.03*

14

8.1

10

13.7

4

4.0

2.31

.02*

7

4.1

6

8.2

1

1.0

2.40

.02*

38.4

34

46.6

32

32.3

1.90

.06

15.7

12

16.4

15

15.2

.23

.82

33.1

25

34.2

32

32.3

.26

.79

2.3

3

4.1

1

1.0

1.33

.19

15.1

10

13.7

16

16.2

-.44

.67

23.3

19

26.0

21

21.2

.74

.46

24.4

22

30.1

20

20.2

1.50

.14

24.4

21

28.8

21

21.2

1.14

.26

23.3

28

38.4

12

12.1

4.21

.00***

Seen a dead body (apart from funerals) or a
rotting corpse
Witnessed someone being killed
Been imprisoned or kidnapped due to war
Witnessed bombing/burning/violent
destruction of residential areas
Forced to separate from first grade family
members because of war
Lost (death or disappearance) a family or
friend because of the war
Tortured
Experienced a natural disaster (life
threatening) to you or others
Experienced a fire/explosion that was life
threatening to you or others
Experienced a transportation accident (life
threatening) to you/others
Witnessed a severe transportation accident
Physically assaulted by someone outside
your family

38

66
27
57
4
26
40
42
42
40
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Witnessed someone being assaulted
physically
Physically assaulted by a family member
Assaulted with a weapon
Witnessed someone being assaulted with a
weapon
Sexually assaulted by someone outside
your family
Witnessed a sexual assault
Sexually assaulted by a family member
Experienced other unwanted sexual
experience
Witnessed someone making an unwanted
sexual experience
Experienced a life-threatening illness or
injury
Seen someone who suffered from a lifethreatening illness or injury

39

35

47.9

32

32.3

2.09

.04*

32

18.6

14

19.2

18

18.2

.17

.87

20

11.6

12

16.4

8

8.1

1.70

.09

18.0

16

21.9

15

15.2

1.14

.26

11.0

7

9.6

12

12.1

-.52

.60

11

6.4

3

4.1

8

8.1

-1.05

.30

4

2.3

1

1.4

3

3.0

-.71

.48

8.7

3

4.1

12

12.1

-1.85

.07

12.2

9

12.3

12

12.1

.04

.97

14.0

12

16.4

12

12.1

.80

.42

59.3

46

63

56

56.6

.85

.40

Males

Females

Mean

Mean

(SD)

(SD)

67

31
19

15
21
24
102

Entire Sample
Mean

Min

Max

(SD)
Total traumas experienced

4.90

0

16

(3.95)
Note.*p < .05. **p < .01. ***p < .001.

95

5.68

4.31

(3.93)

(3.87)

t
5.24

p
.02*
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Table 13
Correlations between Demographic Variables and Well-Being Variables (N = 172)
1

2

3

4

5

6

7

8

9

10

11

12

13

-

1. t-Flourishing
2. Satisfaction with life

.46**

-

3. Negative emotions

-.31**

-.31**

-

4. Positive emotions

.53**

.53**

-.63**

5. Gender

.03

-.01

.12

.05

-

6. Age

.01

-.11

-.23**

.06

-.17*

7. Age at immigration

-.04

-.10

-.26**

.02

-.15*

.75**

8.Years in Canada

.13

.19*

.01

.08

.00

.32**

-.32**

9. Income

.28**

.30**

-.13

.26**

.04

.16

-.06

.34**

10. Education level in
country of origin

-.10

-.15

.07

-.13

.03

.14

.27**

-.15

-.08

11. Education level
achieved in Canada

.10

-.03

-.07

.06

.04

.24**

.12

.17*

.27**

.16*

-

12. English language skills

.21**

.11

.05

-.01

-.06

-.43**

-.53**

.16*

.19*

-.10

.00

-

13. Religiosity

-.01

.09

-.05

-.02

-.22**

.12

.10

-.01

.01

.12

-.07

-.06

-

-

Note.*p < .05. **p < .01. ***p < .001. Gender was coded as male = 0 and female = 1.
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Table 14
Correlations between Demographic Variables and Mental Illness Variables (N = 172)
1
2
3
4
5

6

7

8

9

10

11

-

1. Depression
2. t-Anxiety

.77**

-

3. t-PTSD symptoms

.37**

.46**

4. Gender

.04

.17*

.22**

-

5. Age

-.17*

-.27**

-.16*

-.17*

-

6. Age at immigration

-.16*

-.21**

-.17*

-.15*

.75**

7.Years in Canada

-.06

-.11

-.06

.00

.32**

-.32**

8. Income

-.17*

-.30**

-.04

.04

.16

-.06

.34**

9. Education level in country
of origin

.03

.03

-.12

.03

.14

.27**

-.15

-.08

10. Education level achieved
in Canada

-.08

-.08

-.09

.04

.24**

.12

.17*

.27**

.16*

-

11. English language skills

.03

.04

.09

-.06

-.43**

-.53**

.16*

.19*

-.10

.00

--

12. Religiosity

.03

-.04

-.04

-.22**

.12

.10

-.01

.01

.12

-.07

-.06

-

Note. *p < .05. **p < .01. ***p < .001. Gender was coded as male = 0 and female = 1.
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Table 15
Correlations between Independent Variables and Well Being Dependent Variables (N = 172)
1
2
3
4
5
6
7
1. t-Flourishing

8

9

10

11

12

13

14

-

2. Satisfaction with life

.46**

-

3. Negative emotions

-.31**

-.32**

-

4. Positive emotions

.53**

.53**

-.62**

-

5. Number of traumas

-.09

-.21**

.19*

-.21**

-

6. Post migration living
difficulties
7. Trait resilience

-.25**

-.33**

.37**

.30**

.30**

.48**

.30**

-.46**

.45**

-.05

-.28**

8. Arab cultural
orientation
9. Canadian
acculturation
10. Proactive reflective
coping
11. Support from others
coping
12. Self-criticism coping

.14

.01

.05

.08

-.06

.05

.03

.20*

.17*

-.07

.17*

-.18

-.17*

.20**

.18*

-

.18*

.05

.15

.06

.11

.12

.17*

.20*

.18*

.12

.04

.20*

.01

.04

.07

-.15

.16*

.18*

.51**

-.21**

-.23**

.49**

-.34**

.10

.32**

-.23**

.12

-.04

.33**

.23**

13. Avoidance coping

-.15

-.20

.38**

-.15*

.11

.30**

-.16*

.09

-.01

.26**

.34**

.29**

14. Religious coping

.05

.10

.08

.11

-.07

.08

-.02

.37**

.04

.39**

.34**

.15

-

*p < .05. **p < .01. ***p < .001.
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-

.20**

-
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Table 16
Correlations between Independent Variables and Mental Illness Dependent Variables (N = 172)
1
2
3
4
5
6
7

8

9

10

11

13

-

1. Depression
2. t-Anxiety

.77**

-

3. t-PTSD symptoms

.37**

.46**

-

4. Number of traumas

.28**

.34**

.43**

-

5. Post migration living
difficulties
6. Trait resilience

.45**

.42**

.25**

.30**

-.34**

-.30**

-.15*

-.05

-.28**

.09

.19

.07

-.06

.05

.03

-.12

-.02

-.05

-.02

-.17*

.20**

.18*

-

9. Proactive reflective
coping
10. Support from others
coping
11. Self-criticism coping

.26**

.34**

.10

.11

.12

.17*

.20*

.18*

.23**

.30**

.12*

.04

.07

-.12

.16*

.18*

.51**

.51**

.43**

.18*

.10

.32**

-.23**

.12

-.04

.33**

.23**

12. Avoidance coping

.47**

.44**

.28**

.11

.30**

-.16*

.09

-.01

.26**

.34**

.29**

13. Religious coping

.10

.16*

.16*

.08

-.02

.37**

.04

.39**

.34**

.15

7. Arab cultural
orientation
8. Canadian acculturation

12

-.07

-

*p < .05. **p < .01. ***p < .001.

99

-

.20**

-

100

Table 17
Correlations Between Specific Post Migration Living Difficulties Variables and Well Being and Mental Illness Dependent Variables (N = 172)
1
2
3
4
5
6
7
8
9
10
11
12
1. t-Flourishing

--

2. Satisfaction with life

.46**

--

3. Negative emotions

-.31**

-.32**

--

4. Positive Emotions

.53**

.53**

-.62**

--

5. t-Anxiety

-.24**

-.26**

.59**

-.43**

--

6. Depression

-.31**

-.39**

.70**

-.59**

.78**

--

7. t-PTSD symptoms

-.15

-.16*

.36**

-.27**

.46**

.37**

--

8. Family issues

-.14

-.25**

.30**

-.25**

.37**

.32**

.24**

--

9. Discrimination

-.12

-.20**

.30**

-.20**

.31**

.35**

.25**

.44**

--

10. Immigration problems

-.18*

-.26**

.30**

-.30**

.40**

.42**

.15

.57**

.47**

--

-.23**
11. Socioeconomic
problems
-.24**
12. Socioreligious
problems
*p < .05. **p < .01. ***p < .001.

-.37**

.35**

-.31**

.39**

.41**

.23**

.56**

.48**

.61**

--

-.17*

.30**

-.21**

.30**

.37**

.16*

.54**

.53**

.64**

.56**

100

--
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Main Analyses. The main analyses for the present study included several multiple
regressions to answer Hypotheses 1, 2, and 3. For hypotheses 1 and 2, the original hypotheses
included coping constructs from the Cross Cultural Coping Scale (i.e., avoidance coping), but for
reasons discussed earlier, the factor analyzed Brief-COPE was used in testing hypotheses 1 and
2. Notably, some of the subscales of the CCCS overlap with factors identified in the factor
analyzed Brief-COPE (e.g., avoidance coping), while others are not addressed in the Brief-COPE
(e.g., engagement coping, collective coping).
For research questions 1 and 2, potential risk and protective factors were initially
hypothesized to relate to mental health based on results of past literature. However, the number
of risk and protective factors I included in each hypothesized model was limited based on power
analyses. After the data were collected, I chose to build the regressions by including predictor
variables (potential risk and protective factors) that were significantly correlated to each
regression’s respective mental health outcome variable. This was done to build the most
predictive model within the power of the study. Thus, although some factors were hypothesized
to be significant predictors for specific outcome variables, if they did not correlate with the
outcome variable, they were not included in the model (and ultimately, the hypothesis was not
supported). Given that demographic variables were hypothesized to act as risk and protective
factors in the models, all demographic and individual level variables that were significantly
correlated to the dependent variable were included in the same regression block.
Research question 1. Research question 1 asked how self-reported risk and protective
factors were related to the well-being of Arab-Canadian immigrants. Hypotheses 1a through 1d
hypothesized that specific risk factors would be related to lower levels of well-being (flourishing,
satisfaction with life, negative emotions, positive emotions), while specific protective factors
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would be related to higher levels of well-being. Regression results for the well-being outcomes
can be found in Table 18.
Hypothesis 1a: Flourishing. Based on previous research findings (e.g., Ajrouch, 2007;
Frank & Hou, 2016; Stuart and Ward, 2018), I expected that specific demographic (older age of
arrival to Canada, lower income) and individual risk factors (mental illness symptoms,
discrimination, avoidance coping) would be related to lower levels of flourishing, while specific
demographic (stronger English language skills, higher level of religiosity) and individual (higher
trait resilience) protective factors would be related to higher levels of flourishing.
English language skills, income, specific post migration living difficulties (immigration
problems, socioeconomic problems, socioreligious problems), trait resilience, Canadian
acculturation, proactive reflective coping, self-criticism coping, depression, anxiety, and PTSD
symptoms all correlated significantly with flourishing (see Tables 13, 15, and 17), and were thus
included in the model. These variables accounted for a significant proportion of the variance in
participants’ psychological flourishing score, R2 = .40, F(12, 166) = 8.37, p < .001. The
hypothesis was partially supported. That is, stronger English language skills, β = .06 t(166) =
2.48, p < .05 and higher levels of trait resilience β = .36, t(166) = 4.55, p < .001 were significant
predictors of higher levels of flourishing. Additional significant risk and protective factors for
flourishing that were not hypothesized included proactive reflective coping and self-criticism
coping. Higher levels of proactive reflective coping were related to higher levels of flourishing, β
= .20, t(166) = 2.66, p < .05. Higher levels of self-criticism coping was a predictor of lower
levels of flourishing, β = - .14, t(166) = -2.60, p < .01.
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Table 18. Regression Analyses of Risk and Protective Factors Predicting Well Being Outcomes
(N = 172)
Unstandardized Coefficients
Variables
1a. t-Flourishing

F

R2

8.37***

.40

English language skills
Income
Immigration problems
Socioeconomic problems
Socioreligious problems
Trait resilience
Canadian acculturation
Proactive reflective coping
Self-criticism coping
Depression
Anxiety
PTSD

SE

Standardized
coefficients
β

.11**
.13
.03
.04
-.04
.06***
.00
.04**
-.09*
-.02
-.29
-.05

.05
.05
.05
.06
.05
.01
.01
.01
.05
.01
.39
.06

.06
.13
.00
.09
-.07
.36
.03
.20
-.14
-.16
-.08
-.06

.13
-.06
-.11
.04
-.67**
.68
.22*
.01
.08
-.25
-.30**
4.47
.07

.06
.17
.25
.36
.25
.34
.09
.05
.33
.15
.09
2.50
.37

.16
-.03
-.04
.01
-.28
.20
.18
.01
.02
-.13
-.40
.23
.02

-.06*
.04
.12
.02
.03
-.04
-.10
-.18***
.39*
-.07
.13
.22***

.02
.08
.08
.12
.17
.11
.16
.04
.16
.08
.11
.04

-.16
.04
.11
.01
-.02
-.03
-.05
-.25
.16
-.05
.07
.46

B

1b. Life satisfaction
5.99**

.29

Number of years in Canada
Family issues
Discrimination
Immigration problems
Socioeconomic problems
Socioreligious problems
Trait resilience
Canadian acculturation
Self-criticism coping
Number of traumas
Depression
Anxiety
PTSD
1c. Negative Emotions
16.42***

.60

Age at arrival to Canada
Number of traumas
Family issues
Discrimination
Immigration problems
Socioeconomic problems
Socioreligious problems
Trait resilience
Self-criticism coping
Support from others coping
Avoidance coping
Depression
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Anxiety
PTSD

-.09
.17

1.21
.19

-.01
.06

.40
-.05
-.09
.09
-.07
-.05
.22
.20***
-.12
-.17
.21*
.00
-.26***
.82
-.20

.23
.08
.13
.13
.18
.13
.18
.05
.17
.12
.09
.02
.05
1.32
.20

.11
-.08
.05
-.08
-.03
-.03
.10
.28
-.07
-.09
.15
.00
-.55
.06
-.07

1d. Positive Emotions
9.65***

.48

Income
Number of traumas
Family issues
Discrimination
Immigration problems
Socioeconomic problems
Socioreligious problems
Trait resilience
Self-criticism coping
Avoidance coping
Support from others coping
Canadian acculturation
Depression
t-Anxiety
t-PTSD symptoms
Note. *p < .05. **p < .01. ***p < .001.
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Hypothesis 1b: Life satisfaction. Based on previous research findings (e.g., Ajrouch,
2007; Frank & Hou, 2016; Kim et al, 2012), I expected that specific demographic (older age of
arrival to Canada, lower income) and individual risk factors (mental illness symptoms,
discrimination, avoidance coping) would be related to lower levels of life satisfaction, while
specific demographic (stronger English language skills, higher level of religiosity) and individual
(higher trait resilience) protective factors would be related to higher levels of life satisfaction.
Income, years in Canada, specific post migration living difficulties (immigration
problems, socioeconomic problems, socioreligious problems, discrimination, family issues),
number of traumas experienced, trait resilience, Canadian acculturation, self-criticism coping,
depression, anxiety, and PTSD symptoms all significantly correlated with flourishing (see Tables
13, 15, and 17), and were thus included in the model. Income and socioeconomic problems were
highly correlated, and thus only socioeconomic problems was included as a predictor. The
variables included in this model accounted for a significant proportion of the variance in
participants’ life satisfaction score, R2 = .34, F(13, 169) = 5.99, p < .001. The hypothesis was
partially supported. That is, higher levels of trait resilience was related to higher levels of life
satisfaction, β = .19, t(169) = 2.50, p < .05, while higher levels of depression were related to
lower life satisfaction, β = -.40, t(169) = -3.50, p < .01. An additional significant predictor that
was not hypothesized was socioeconomic problems. Higher levels of socioeconomic problems
was related to lower levels of life satisfaction, β = -.28, t(169) = -2.7, p < .01.
Hypothesis 1c: Negative emotions. Based on previous research findings (e.g., Ajrouch,
2007; Frank & Hou, 2016; Stuart & Ward, 2018; Kim et al., 2012), I expected that specific
demographic (older age of arrival to Canada, lower income) and individual risk factors (mental
illness symptoms, discrimination, avoidance coping) would be related to higher levels of
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negative emotions, while specific demographic (stronger English language skills, higher level of
religiosity) and individual (higher trait resilience) protective factors would be related to lower
levels of negative emotions.
Age at arrival to Canada and current age were significantly correlated with negative
emotions (see Table 13). Given that age at arrival to Canada and current age were highly
correlated, only age at arrival to Canada was included in the multiple regression analyses.
Additionally, number of traumas, specific post migration living difficulties (immigration
problems, socioeconomic problems, socioreligious problems, discrimination, family issues), trait
resilience, self-criticism coping, support from others coping, avoidance coping, depression,
anxiety, and PTSD symptoms were also significantly correlated with negative emotions (see
Tables 13, 15 and 17). These variables accounted for a significant proportion of the variance in
participants’ self-reported negative emotions, R2 = .60, F(14, 168) = 16.42, p < .001. The
hypothesis was partially supported. That is, older age at arrival to Canada was related to fewer
negative emotions experienced, β = -.16, t(168) = -2.73, p < .001. Higher levels of trait resilience
was related to fewer negative emotions experienced, β = -.25, t(168) = -4.45, p < .001. Higher
levels of depression was related to higher levels of negative emotions reported, β = .46, t(168) =
5.27, p < .001. An additional variable that was a significant predictor of negative emotions was
self-criticism coping. That is, higher levels of self-criticism coping was related to higher levels of
negative emotions reported, β = .16, t(168) = 2.50, p < .01.
Hypothesis 1d: Positive emotions. Based on previous research findings (e.g., Ajrouch,
2007; Frank & Hou, 2016; Stuart & Ward, 2018), I expected that specific demographic (older
age of arrival to Canada, lower income) and individual risk factors (mental illness symptoms,
discrimination, avoidance coping) would be related to lower levels of positive emotions, while
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specific demographic (stronger English language skills, higher level of religiosity) and individual
(higher trait resilience) protective factors would be related to higher levels of positive emotions.
Income, number of traumas, post migration living difficulties (immigration problems,
socioeconomic problems, socioreligious problems, discrimination, family issues), trait resilience,
self-criticism coping, avoidance coping, Canadian acculturation, depression, anxiety, and PTSD
symptoms all were significantly correlated with positive emotions (see Tables 13, 15 and 17).
These variables accounted for a significant proportion of the variance in participants’ selfreported positive emotions, R2 = .48, F(14, 171) = 10.27, p < .001. The hypothesis was partially
supported. That is, higher levels of trait resilience was related to higher levels of positive
emotions reported, β = .28, t(171) = 4.41, p < .001. Higher levels of depression was related to
lower levels of positive emotions, β = -.26, t(171) = -5.54, p < .001. An additional significant
predictor that was not hypothesized was support from others coping. That is, higher levels of
support from others coping was related to higher levels of positive emotions, β = .15, t(171) =
2.30, p < .05.
Research question 2. Research question 2 asked how risk and protective factors were
related to the self-reported mental illness symptoms of Arab-Canadian immigrants. Similarly, for
hypothesis 2a-c, it was hypothesized that specific risk factors would be related to higher levels of
mental illness symptoms (depression, anxiety, PTSD symptoms), while specific protective
factors would be related to lower levels of mental illness symptoms. Regression results for the
mental illness outcomes can be found in Table 19.
Hypothesis 2a: Depression. Based on previous research findings (e.g., Ajrouch, 2007;
Aroian et al., 2017; Lindencrona et al., 2008; Wright et al., 2017), I expected that specific
demographic (lower income) and individual risk factors (trauma, avoidance coping,
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Table 19. Regression Analyses of Risk and Protective Factors Predicting Mental Health
Outcomes (N = 172)
Unstandardized Coefficients
Variables
2a. Depression

F

R2

11.60

.50

Income
Age at arrival to Canada
Number of traumas
Family issues
Discrimination
Immigration problems
Socioeconomic problems
Socioreligious problems
Trait resilience
Avoidance coping
Proactive coping
Support from others coping
Self-criticism coping

SE

Standardized
coefficients
β

-.05*
-.11**
.48**
.02
.25
.77*
-.08
.03
-.30**
.88***
.19
-.19
1.41***

.49
.05
.16
.19
.28
.39
.29
.38
.10
.24
.12
.22
.37

-.14
-.14
.19
.01
.06
.17
-.02
.01
-.20
.24
.12
-.06
.27

.01
.00**
.12*
.03***
.01
.00
.03*
.00
-.02
-.01**
.01**
-.01
.03*
.03***
.00

.02
.00
.04
.01
.01
.01
.01
.01
.01
.00
.00
.01
.01
.00
.01

.05
-.21
.16
.30
.09
.01
.18
.03
-.09
-.19
.21
-.07
.14
.25
.00

-.03**
.85***
.21***
-.01
.03
.05
.03
-.09
.02

.01
.23
.03
.02
.03
.05
.05
.06
.02

-.21
.25
.50
.00
.07
.08
.05
-.12
-.08

B

2b. t-Anxiety
11.86

.54

Income
Age at arrival to Canada
Gender
Number of traumas
Family issues
Discrimination
Immigration problems
Socioeconomic problems
Socioreligious problems
Trait resilience
Proactive coping
Support from others coping
Self-criticism coping
Avoidance coping
Religious coping
2c. t-PTSD symptoms
8.62***

.43

Age at arrival to Canada
Gender
Number of traumas
Trait resilience
Family issues
Discrimination
Socio-economic problems
Socio-religious problems
Proactive coping
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Support from others coping
Self-criticism coping
Avoidance coping
Religious coping

-.05
.03
.15**
.15*

*p < .05. **p < .01. ***p < .001.
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.04
.06
.04
.07

-.10
.04
.25
.15
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discrimination) would be related to higher levels of depression symptoms, while specific
demographic (stronger English language skills, higher level of religiosity, male gender) and
individual protective factors (trait resilience) would be related to lower levels of depression
symptoms. Income, age at arrival to Canada and current age were significantly correlated with
depression symptoms (see Table 14). Given that age at arrival to Canada and current age were
highly correlated, only age at arrival to Canada was included in the multiple regression analysis.
Number of traumas experienced, post migration living difficulties (immigration problems,
socioeconomic problems, socioreligious problems, discrimination, family issues), trait resilience,
avoidance coping, support from others coping, and self-criticism coping were also significantly
correlated with depression (see Tables 14, 16, 17). These variables accounted for a significant
proportion of the variance in participants’ depression symptoms, R2 = .50, F(13, 164) = 11.57, p
< .001. The hypothesis was partially supported. That is, higher numbers of traumas experienced
related to higher levels depression, β = .19, t(164) = 3.04, p < .01. Higher levels of trait resilience
was related to lower levels of depression, β = -.20, t(164) = -2.95, p < .01. Higher levels of
avoidance coping was related to higher levels of depression symptoms, β = .24, t(164) = 3.63, p
< .001. Contrary to the hypothesis, younger age at arrival to Canada was related to higher levels
of depression, β = -.14, t(164) = -2.26, p < .05. Immigration problems and self-criticism coping,
which were not hypothesized, were additional significant predictors for depression. That is,
higher levels of immigration problems were related to higher levels of depression, β = .17, t(164)
= 1.98, p < .05. Higher levels of self-criticism coping was related to higher levels of depression,
β = .27, t(164) = 3.86, p < .001.

Hypothesis 2b: Anxiety: Based on previous research findings (e.g., Ajrouch, 2007; Aroian
et al., 2017; Lindencrona et al., 2008; Wright et al., 2017), I expected specific demographic
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(lower income) and individual risk factors (trauma, avoidance coping, discrimination) would be
related to higher levels of anxiety symptoms, while specific demographic (stronger English
language skills, higher level of religiosity, male gender) and individual protective factors (trait
resilience) would be related to lower levels of anxiety symptoms.
Income, gender, age at arrival to Canada, number of traumas experienced, post migration
living difficulties (immigration problems, socioeconomic problems, socioreligious problems,
discrimination, family issues), proactive reflective coping, self-criticism coping, avoidance
coping, and religious coping were all significantly correlated with anxiety symptoms (see Tables
14, 16, and 17). These variables accounted for a significant proportion of the variance in
participants’ anxiety symptoms, R2 = .54, F(14, 164) = 11.86, p < .001. The hypothesis was
partially supported. That is, being female was related to higher levels of anxiety, β = .16, t(164) =
2.57, p < .05. Higher numbers of traumas experienced was related to higher levels of anxiety, β =
.30, t(164) = 4.90, p < .001. Higher levels of trait resilience was related to lower levels of
anxiety, β = -.19, t(164) = -2.83, p < .01. Higher levels of avoidance coping was related to higher
levels of anxiety symptoms reported, β = .25, t(164) = 3.98, p < .001. Again, contrary to the
hypothesis, older age of arrival to Canada was related to lower levels of anxiety, β = -.21, t(164)
= -3.47, p < .001. Additional variables that were not hypothesized also acted as significant
predictors for anxiety. That is, higher levels of immigration problems was related to higher levels
of anxiety, β = .18, t(164) = 2.15, p < .05. Higher levels of proactive reflective coping was
related to higher levels of anxiety, β = .21, t(164) = 2.85, p < .01. Finally, higher levels of selfcriticism coping was related to higher levels of anxiety, β = .14, t(164) = 2.04, p < .05.
Hypothesis 2c: PTSD symptoms. Based on previous research findings (e.g., Ajrouch,
2007; Aroian et al., 2017; Lindencrona et al., 2008; Wright et al., 2017), I expected specific
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individual risk factors (trauma, avoidance coping) would be related to higher levels of PTSD
symptoms, while specific demographic (male gender) and individual protective factors (trait
resilience) would be related to lower levels of PTSD symptoms.
Age at arrival to Canada, gender, number of traumas, trait resilience, family issues,
discrimination, socioeconomic problems, socioreligious problems, proactive reflective coping,
self-criticism coping, avoidance coping, and religious coping were all significantly correlated
with PTSD symptoms (see Tables 14, 16, 17). These variables accounted for a significant
proportion of the variance in participants’ anxiety symptoms, R2 = .43, F(13, 164) = 8.62, p <
.001. The hypothesis was partially supported. Being female was related to higher levels of PTSD
symptoms, β = .25, t(164) = 3.79, p < .001. Higher numbers of traumas experienced was related
to higher levels PTSD symptoms, β = .50, t(164) = 7.36, p < .001. Higher levels of avoidance
coping was related to higher levels of PTSD symptoms reported, β = .25, t(164) = 3.40, p < .001.
Additional variables which were not hypothesized also acted as significant predictors. That is,
older age of arrival to Canada was related to lower levels of PTSD symptoms reported, β = -.21,
t(164) = -3.213, p < .01. Last, higher levels of religious coping was related to higher levels of
PTSD symptoms reported, β = .15, t(164) = 2.12, p < .05.
Hypothesis 3. Although the Cross-Cultural Coping Scale (CCCS; Kuo et al., 2006) was
not used in previous analyses because the Brief-COPE was more strongly associated with this
study’s outcome variables, the CCCS was used for hypothesis 3 because the hypothesis
specifically addressed subscales of the CCCS. Correlations between acculturation and coping are
presented in Table 20.
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Table 20
Correlations between Arab Cultural Orientation and Canadian Acculturation and Coping
Variables (N = 172)
1

2

3

4

1. Arab cultural orientation

--

2. Canadian acculturation

.18*

--

3. Years lived in Canada

.02

.13

--

4. Collective coping

.36**

.07

-.18*

--

5. Avoidance coping

.12

.13

-.05

.32**

6. Engagement coping

.03

.22**

.05

.09

Note.*p < .05. **p < .01. ***p < .001.
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5

6

-.21**

--
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Hypothesis 3a. Based on previous research (e.g., Kuo et al., 2006; Noh & Kaspar, 2003),
I expected that time spent in Canada and Canadian acculturation would predict level of
engagement coping in Arab-Canadian immigrants. None of the demographic variables correlated
significantly with engagement coping. Thus, time spent in Canada and Canadian acculturation
were entered into the first block of the multiple regression analysis. These variables accounted
for a significant proportion of the variance in participants’ engagement coping, R2 = .05, F(2,
170) = 4.13, p < .05 (see Table 21). The hypothesis was partially supported. That is, higher levels
of Canadian acculturation was related to higher levels of engagement coping, β = .21, t(170) =
2.78, p < .01.
Hypothesis 3b. Based on previous research (e.g., Kuo et al., 2006; Noh & Kaspar, 2003),
I expected that time spent in Canada and Arab cultural orientation would predict level of
collective coping in Arab-Canadian immigrants. The only demographic variable that was
significantly correlated with collective coping was degree of religiosity, and thus was entered
into block 1 of regression. The second block of the multiple regression analysis included time
spent living in Canada and Arab cultural orientation. These variables accounted for a significant
proportion of the variance in participants’ collective coping behaviours, R2 = .18, F(3, 170) =
13.50, p < .001 (see Table 21). The hypothesis was supported; that is, higher levels of Arab
cultural orientation was related to higher levels of collective coping, β = .35, t(170) = 4.83, p <
.001, as was having spent fewer years living in Canada, β = -.18, t(170) = -2.65, p < .01. Having
a higher degree of religiosity was also related to higher levels of collective coping, β =.23, t(170)
= 1.95, p = .05.
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Table 21. Regression Analyses of Factors Predicting Coping
Unstandardized Coefficients
Variables
3a. Engagement coping

F

R2

4.13*

.05

Canadian acculturation
Number of years lived in Canada

SE

Standardized
coefficients
β

.03
.04

.21
.03

.59**

.20

.23

.37
.17***
-.14**

.19
.04
.05

.14
.35
-.18

.07
-.05

.04
.06

.12
-.06

B
.08**
.01

3b. Collective coping
9.12**
Degree of religiosity
Step 2
Degree of religiosity
Arab cultural orientation
Number of years lived in Canada

13.45**

.05
.20

3c. Avoidance Coping
1.56

.02

Arab cultural orientation
Number of years lived in Canada
*p < .05. **p < .01. ***p < .001.
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Hypothesis 3c. Based on previous research (e.g., Kuo et al., 2006; Noh & Kaspar, 2003),
I expected that less time spent in Canada and higher levels of Arab cultural orientation would be
associated with higher levels of avoidance coping. This hypothesis was not supported, as neither
Arab cultural orientation nor time spent living in Canada were associated with avoidance coping
(see Table 20). It was also hypothesized that time spent in Canada and Arab cultural orientation
would predict level of avoidance coping in Arab-Canadian immigrants. None of the demographic
variables correlated significantly with avoidance coping. Thus, time spent in Canada and Arab
cultural orientation were entered into the first block of the multiple regression analysis. These
variables did not account for a significant proportion of the variance in participants’ avoidance
coping, R2 = .02, F(2, 170) = 1.56, p = .21 (see Table 21). This hypothesis was not supported, as
Arab cultural orientation did not predict a significant proportion of avoidance coping and neither
did time spent living in Canada.
Additional quantitative analyses. The results of the linear regressions presented earlier
are limited in that predictors can only predict one dependent variable per model. For the present
study, the groups of dependent variables (i.e., well-being outcomes and mental illness symptoms)
are all highly correlated and thus likely co-exist (e.g., someone with high depression symptoms
will likely also have high anxiety symptoms). Thus, I chose to follow up on my regression results
by conducting a path analysis, which is a type of structural equation model for observed
variables. It allows researchers to test more complex and realistic models by examining the direct
effect between several exogenous (independent variables) and multiple endogenous (dependent
variables; Kline, 2013). In path analysis, a direct effect is denoted by a single arrowhead
connecting exogenous and endogenous variables. Residuals (or error) are denoted as circles on
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the path diagram and represent the variance that remains unexplained for the endogenous
variable. The path coefficients for each path are standardized beta weights (Kline, 2013).
I chose to use path analysis after the regression analyses to better understand which
variables remained significant predictors in a path model with multiple endogenous variables.
That is, I was interested in which variables were the most important predictors of well-being and
mental illness, which aligns with my initial research questions and hypotheses. However, it is
likely, based on regression results, that there are mediator and/or moderator relations occurring
within the data. Given the limited scope of the present study, I chose not to examine mediation
and moderation relationships and instead, focused on identifying key predictors for well-being
and mental illness.
I chose to use a path analysis for several reasons. First, all hypothesized variables were
observed (rather than latent) variables. Second, the specificity of the model is important for the
Arab immigrant literature, as limited research is available on unique and common risk and
protective factors for different aspects of mental health. Using a latent variable approach might
take away from the specificity of the model. Last, I had already conducted an EFA on the coping
variables, and it is not appropriate to conduct an EFA and a confirmatory factor analysis (CFA)
on the same data set (a CFA is required to compute a latent variable; Kline, 2013).
Notably, path analysis is most often used to confirm hypothesized statistical models and
to determine a model that best fits the data. For the present study, I proposed two path models in
an exploratory manner based on the regression results from this study. The models were
designed this way because there are a large number of risk and protective factors for mental
health of Arab immigrants, making it difficult to decide which variables to include in the model.
In addition, given the moderate sample size of the present study, it was necessary to first conduct
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regression analyses to determine which variables are most relevant for the well-being and mental
illness variables in order to create the models and test them. Thus, I used my regression results to
create two path models. The first model addresses risk and protective factors that predict wellbeing based on the significant predictors from hypothesis 1a-1d (see Figure 3) and the second
model addresses risk and protective factors that predict mental illness outcomes based on the
significant predictors from hypotheses 2a-c (see Figure 4).
The path analysis models proposed were analyzed using SPSS AMOS with maximum
likelihood estimation and bootstrapping to account for non-normality. Table 22 includes various
fit indices for the original proposed models and after modifications were made to the models.
One way to assess fit is through chi square values and model degrees of freedom. Nonsignificant p values are indicative of a strong model fit, suggesting that the proposed model is not
significantly different than the “perfect” computer generated model. In addition, the table
includes the Comparative Fit Index (CFI) and the Tucker-Lewis Index (TLI), which are
incremental fit indices. According to Hu and Bentler (1999), values for these indices that exceed
.95 indicate a well-fitting model. Last, an absolute fit index (Root Mean Square Error of
Approximation; RMSEA), was used to test model fit, with RMSEA values less than 0.06
signifying good fit (Hu & Bentler, 1999).
Model 1 was generally a well-fitting model based on the aforementioned criteria.
Modification indices that were given suggested covariances be included between error term 1
and support from others coping, as well as a covariance between error term 4 and age at
immigration to Canada in order to improve the model fit. When these modifications were made,
all fit indices improved, suggesting the model improved overall (see Table 22).
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Figure 3. Path model created based on well-being regression analyses.
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Figure 4. Path model created based on regression results for mental illness outcome variables.

120

121
Table 22. Fit statistics for Tested Models
χ2

df

p-value

CFI

TLI

RMSEA

1 (original)

20.54

16

.20

.99

.97

.04

1 (with modifications)

8.945

14

.84

1.00

1.03

.00

2 (original)

20.78

11

.04

.98

--

.07

2 (with modifications)

4.77

7

.68

1.00

1.05

.00

Model

121

122
Recall that paths in this model were included based on significant regression weights
from individual multiple regression analyses. Thus, significant paths in the path models indicate
which exogenous (independent) variables remained significant when other well-being outcomes
were included in the model. That is, stronger English language skills, higher levels of trait
resilience and proactive reflective coping were associated with higher levels of flourishing,
whereas self-criticism coping was no longer a significant predictor of flourishing. Higher levels
of socioeconomic problems were still associated with lower levels of life satisfaction in the path
model, but trait resilience and depression symptoms no longer predicted life satisfaction. Lower
levels of trait resilience and younger age of immigration predicted higher levels of negative
emotions, whereas higher levels of depression and self-criticism coping were associated with
higher levels of negative emotions. Finally, higher levels of depression predicted lower levels of
positive emotions, whereas higher levels of support from others coping predicted higher levels of
positive emotions. Trait resilience was no longer a significant predictor for positive emotions in
the path model. See Table 23 for information on significant paths in this model and Figure 5 for
a pictorial representation of the model.
Model 2 was generally a poor fit, as evidenced by its significant chi square test (see Table
22) and its RMSEA value exceeding .06. Modification indices suggested covariances be added
between error term 1 and trauma and error term 3 and proactive coping. Modification indices
also suggested paths be included between number of traumas and depression as well as a path
between proactive reflective coping and PTSD. After these changes were made, the model fit the
data well based on various fit criteria (e.g., non-significant chi square, CFI and TLI > .95, and
RMSEA < .06; see Table 21). Younger age of arrival, higher levels of immigration problems,
self-criticism coping, and avoidance coping were still significant predictors of higher levels of
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Table 23. Model 1 Path Estimates (N = 172)
Endogenous
Path
Variable
t-Flourishing
English language skills à
flourishing
Trait resilience à
flourishing
Proactive coping à
flourishing
Self-criticism coping à
flourishing
Life satisfaction
Trait resilience à life
satisfaction
Socioeconomic problems
à life satisfaction
Depression à life
satisfaction
Negative emotions
Age at arrival to Canada
à negative emotions
Trait resilience à negative
emotions
Self-criticism coping à
negative emotions
Depression à negative
emotions
Positive emotions
Trait resilience à positive
emotions
Depression à positive
emotions
Support from others
coping à positive
emotions
Note. *p < .05. **p < .01. ***p < .001
.
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Path
Estimate

SE

Stand. Path
Estimate

R2
.40

.13**

.04

.18

.05**

.02

.27

.03*

.01

.13

-.07

.05

-.10
.35

-.06

.11

-.05

-.46**

.16

-.19

-.01

.11

-.01
.57

-.05*

.02

-.13

-.21***

.05

-.28

.37**

.15

.15

.26***

.03

.55
.50

.10

.06

.15

-.12**

.04

-.26

.23*

.09

.16
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Figure 5. Path analysis results for Model 1. Solid lines denote significant paths, and dotted lines denote paths that are not significant.
Paths of similar colour denote paths leading to the same endogenous variable.
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depression. Number of traumas and socioeconomic problems were no longer significant
predictors of depression symptoms. Female gender, younger age of arrival to Canada, and higher
levels of avoidance coping, proactive reflective coping, trauma were associated with higher
levels of anxiety. Immigration problems, self-criticism coping, and trait resilience were no longer
significant predictors of anxiety in the path model. Female gender, younger age of arrival to
Canada, and higher levels of trauma and avoidance were significant predictors for PTSD
symptoms. Religious coping was no longer a significant predictor for PTSD symptoms in the
path model. See Table 24 for information on significant paths and Figure 6 for a pictorial
representation of the model.
Overall, the path models also demonstrate that there exist unique and common predictors
for different well-being and/or mental illness outcomes. In terms of unique predictors, one
finding was that stronger English language skills were uniquely associated with higher levels of
flourishing. On the other hand, higher levels of socioeconomic problems were uniquely
associated with lower levels of life satisfaction. Additionally, higher levels of support from
others coping was uniquely associated with higher levels of positive emotions. There were also
variables that were commonly associated with two or more well-being and/or mental illness
outcomes. That is, younger age of arrival was associated with higher levels of negative emotions
and depression, anxiety, and PTSD. Additionally, female gender was associated with higher
levels of both anxiety and PTSD. With respect to individual level factors, higher levels of trait
resilience were associated with higher levels of flourishing and lower levels of negative emotions
and depression. Higher levels of proactive reflective coping were associated with both higher
levels of flourishing and anxiety. In addition, higher levels of self-criticism coping were
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Table 24. Model 2 Path Estimates (N = 172)
Endogenous
Variable

Path

Path

Estimate

Stand.
SE

Path

R2

Estimate

Depression

.47
Age at immigration à depression

-.12*

.06

-.16

Immigration problems à depression

.81*

.39

.18

Self-criticism coping à depression

1.52***

.33

.29

.90***

.23

.24

Avoidance coping à depression
Trait resilience à depression

-.27**

.09

-.18

Trauma à depression

.75

.77

.30

Socioeconomic problems à depression

.05

.48

.01

t-Anxiety

.68
Trauma à anxiety

.02***

.00

.19

Proactive reflective coping à anxiety

.01**

.00

.14

Self-criticism coping à anxiety

-.01

.01

-.01

Avoidance coping à anxiety

.02*

.01

.12

Age of arrival to Canada à anxiety

-.01***

.01

-.13

Immigration problems à anxiety

.01

.01

.07

Gender à anxiety

.11***

.03

.16

Trait resilience à anxiety

.00

.00

-.06

t-PTSD

.40
Trauma à PTSD

.18***

.03

.42

Avoidance coping à PTSD

.10*

.05

.16

Religious coping à PTSD

.10

.09

.10

Proactive reflective coping à PTSD

-.02

.04

-.09

Age at arrival to Canada à PTSD

-.02*

.01

-.14

Gender à PTSD

.77***

.22

.23

Note. *p < .05. **p < .01. ***p < .001
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Figure 6. Path analysis results for Model 2. Solid lines denote significant paths, and dotted lines denote paths that are not significant.
Paths of similar colour denote paths leading to the same exogenous variable.
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associated with higher levels of negative emotions and depression. Higher levels of avoidance
coping were associated with higher levels of depression, anxiety, and PTSD symptoms. Higher
levels of immigration problems were associated with higher levels of depression and anxiety.
Qualitative Analyses
In the sequential explanatory mixed methods approach, the qualitative interview is
developed after conducting preliminary quantitative analyses. The aim of the qualitative
interview in a mixed methods design is to expand upon significant or non-significant results and
outliers (Creswell, 2015). Thus, with my quantitative results in mind and in collaboration with a
qualitative consultant and my supervisor, I designed an interview protocol with three domains:
understanding the pre-migration context, risk and protective factors for mental health and wellbeing, and current stressors and preferred coping strategies. First, the interview protocol
addressed the pre-migration living context (which was not addressed in the quantitative study),
but it was believed that this information would be helpful for interpreting the study results. Next,
I designed questions that addressed key areas of study (i.e., risk and protective factors, coping)
that would be applicable to any participant in the present study. In designing these questions,
specific attention was given to the differences in participant demographic characteristics (e.g.,
country of origin, age, immigration status, number of years lived in Canada). That is, I chose to
ask broad questions about risk and protective factors and coping strategies rather than specific
questions about quantitative results (e.g., religiosity as a protective factor) because these may not
have been applicable to some interview participants. The preliminary analyses I conducted (i.e.,
basic correlations) guided my interviewing when participants described specific risk and
protective factors and coping strategies that were significantly associated with well-being. That
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is, based on the preliminary quantitative findings, I sought to help participants explain how risk
and protective factors and coping strategies were associated with their mental health.
Research questions. The following questions were explored in the qualitative portion of
the study: What were participants’ lived experiences in their home countries? What is/was each
participant’s lived experience in Canada, both at arrival and currently? What challenges did
participants face after arriving to Canada (risk factors)? Which factors helped immigrants settle
in Canada (protective factors)? How are these risk and protective factors related to participants’
mental health? What are Arab-Canadian immigrants’ approaches to coping? What is the
nature/characteristics of their coping? When do they use these coping strategies? How do these
strategies help immigrants?
Data analysis. All qualitative analyses were conducted using NVivo 12, which is a
qualitative data analysis software. Interpretive phenomenological analysis (IPA) was chosen as
the qualitative methodology to explore the research questions. A more thorough description of
this analytical process was outlined in the Method section. However, recall that the goal of IPA
is meaning making and understanding lived experiences (Smith & Osborne, 2007). For the
present study, the goal was to understand participants’ lived experiences with respect to
immigration, risk and protective factors for mental health once arrived in Canada, and
approaches to coping. The qualitative analyses using IPA were based on the steps outlined by
Smith and Osborne (2007), which were described in greater detail in the Method section.
Qualitative results. Table 25 outlines the superordinate, subordinate, and general themes
from the narratives that emerged from the eleven interviews. Superordinate themes and
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Table 25. Superordinate, Subordinate, and General Themes and Subthemes.
Superordinate and Subordinate Themes
Themes in Narrative
A. Understanding the Premigration Context
i.
Life in country of origin
I. Poor quality of life
Difficulty getting an education
Financial difficulty
Oppression
Outsider
War and political instability
II. Religious lifestyle
III. Relocation prior to settling in Canada
IV. Simplicity
ii.

Reasons for leaving home country
Improve quality of life
Citizenship
Educational and other opportunities
Escape persecution

B. Post Migration Risk and Protective Factors
I. Cultural risk (-) and protective
factors (+)
Acceptance (+)
Canada is multicultural (+)
Country of origin is diverse (+)
Canadians are friendly (+)
English language skills (+/-)
Integration (+)
Stable lifestyle (+)
Culture shock (-)
Discrimination (-)
Homesick (-)
Weather challenges (-)
II. Economic risk and protective factors
Accessibility to services (+)
Difficulty finding a job (-)
Education requalification (-)
Financial difficulties (-)
Housing difficulties (-)
Work below education level (-)
III. Personal connections
Loneliness or difficulty making
friends (-)
Making/having connections in
Canada (+)
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Social media and maintaining ties
with native culture (+)
IV. Trait resilience (+)
C. Coping
I. Proactive reflective
Cognitive restructuring
Distraction
Problem focused
Reflection
Venting
Take a break
II. Emotional support from others
III. Faith
IV. Depends on the situation
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subordinate themes are found on the left side of the table and include Understanding the
Premigration Context (life in country of origin, reasons for leaving home country), Postmigration Risk and Protective Factors, and Coping. Specific themes, which were subsumed
within the superordinate and subordinate themes and emerged from the narratives, are found on
the right side of the table and will be described in more detail below.
Superordinate theme A: Understanding the pre-migration context. The first
superordinate theme that emerged was named “Understanding the pre-migration context.”
Subordinate themes within this superordinate theme included (i) descriptions of participants’
lives in their countries of origin, and (ii) reasons for leaving country of origin. When participants
described their lifestyle in their countries of origin, the key themes that emerged related to
having a poor quality of life, recollection of the lively religious lifestyle, relocation prior to
resettling in Canada, and descriptions of the participants’ everyday lives as being simple or
ordinary. When participants described their reasons for immigrating to Canada, many
participants described seeking improved quality of life, citizenship, and better access to
educational or general opportunities. These themes will be described in greater detail next.
Subordinate theme I: Lifestyle in country of origin. The first subordinate theme is a
collection of codes that described different facets of participants’ lives in their native countries.
Theme I: Poor quality of life. One general theme that emerged was “poor quality of life,”
which was broken down into subthemes whereby participants described difficulty getting an
education, experiencing financial hardships, governmental oppression, feeling like an outsider in
one’s own home, and experiencing war and political instability.
Subtheme I: Difficulty getting an education. The first subtheme under “poor quality of
life” included participants citing difficulty accessing higher education in their native countries
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for various reasons including high cost of education, limited opportunities for loans and
scholarships, and low pass rates for students in certain Arab countries. Specifically, one
participant described the challenge of affording higher education for his children.
I have four kids and they were in the ages where they were approaching their higher
education. They were about to finish high school and join universities. They all wanted to
do that. The university situation in the UAE was on fire. I couldn’t manage to put them
all through the universities there. When I say, “on fire,” I mean that it was very
expensive. Even with a good career like mine, I would not be able to provide for all four
of my kids to be in university – male, adult.
Another participant described the low pass rates for university classes in her country of origin.
Education in Syria was very good, but it was very difficult. You would find a lot of people
failing more than people passing in university. You know how in University of Windsor
there is a class average they expect, and the average couldn’t necessarily go higher than
a 68%... So basically, in Syria it’s way higher expectations. I have a friend in Syria with
these circumstances right now. In a physics course in Damascus University, about 5
people passed out of 100 people. – female, young adult.
Overall, the limitations on accessing education and obtaining degrees and certificates contributed
to participants’ poor quality of life in their country of origin.
Subtheme II: Financial difficulty. The second subtheme under the “poor quality of life”
theme included participants describing living in poverty and experiencing difficulty meeting
financial expectations in their native countries. For instance, one participant described how the
first Gulf war changed his family’s financial security.
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We hit the bedrock with the sanctions imposed on Iraq in the 1990s after the invasion of
Kuwait. The economy dropped drastically. We lost the value for our currency. Inflation
was very high. The lifestyle for me and for my family and relatives started to suffer at that
time – male, adult.
Other participants described the added burden of there being no social assistance or welfare
programs for families who could not afford the costs of living in their countries of origin. One
participant described the financial situation in her native country as “very black and white.” That
is, “if you don’t have money, you don’t have money” - female, young adult. Thus, financial
difficulties experienced in participants’ native countries were contributing to their perceived poor
quality of life.
Subtheme III: Oppression. The third subtheme subsumed within “poor quality of life”
included participants’ descriptions of feeling oppressed in their native countries, including being
cautious about what they said or wore for fear that the government would punish them for
disobeying dress laws or talking ill of the government. For example, one participant described
his native country’s government as being very strict, causing him to always be alert.
There was always a sense of caution. You always have to be aware, be aware, be aware.
You’re worried about the police – it’s a very strict country so you want to follow the law.
So, I always thought about what I was wearing. I wondered if someone would stop me. So
before I leave my house, I need to look at my clothes and ask myself “would the police
stop me for what I’m wearing?” “Will my sister be stopped because of what she’s
wearing?” -male, young adult.
Similarly, other participants described feeling silenced and unable to express unfavourable
opinions about the government. They feared that government officials would learn about their
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opinions and punish them. For example, one participant described his experience living in his
native country and being silenced.
What I didn’t like about living in Iraq was that we were never free to talk about certain
subjects like the government for fear that we would be killed. We couldn’t be certain that
something we said wouldn’t be used against us as reason to be killed. As long as we
spoke favourably about the government, we were fine. I was always paranoid about who
was listening to me or what would happen to me and my family -male, adult.
Overall, governmental oppression was also contributing to participants’ poor quality of life in
their native countries.
Subtheme IV: Outsider. The fourth subtheme under the “poor quality of life” theme
included participants’ descriptions of feeling like an outsider or second-class citizens in their
native countries. Although participants were born in Arab countries, if their ancestors did not
originate from that country, they did not receive the same rights as others who were also born in
that country and whose ancestors originated from that country. That is, they did not have the
right to become citizens of that country and they were discriminated against for being of a
different ethnic descent. One participant described his experience as a man of Egyptian descent
but who was born and raised in Saudi Arabia.
So I was not a citizen because my ancestors are from Egypt, even though I was born and
raised there in Saudi Arabia. Sometimes you feel like – not discriminated, that’s not what
I want to say... So in the community, they always ask whether you are Saudi Arabian or
not. If you are Saudi, you get treated like this, and if you’re not, you get treated like this. I
always felt different or that there was someone else who was better than me. The idea of
justice and the idea of being fair was not really a thing to me – male, young adult.
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Another participant described feeling discriminated against in the Arab country in which she was
born because of her ethnic descent.
I am a black [Arab] woman. In Egypt, people are not predominantly black, so it was
difficult because my family encountered racial segregation. My parents moved to Egypt
and I was born in Egypt. It was difficult to be included in the society that was there
because everything had to do with your race, the way you look, or you being dark –
female, young adult.
Thus, racial differences and feeling like an “outsider” were also adding to participants’ poor
quality of life in their country of origin.
Subtheme V: War and political instability. The fifth subtheme under the “poor quality of
life” theme included participants’ descriptions of experiencing war related trauma and the
negatives of living in a country with political instability. One participant recounted his
experience of being kidnapped by a terrorist group:
In 2004, I was kidnapped by…a terrorist group. The organizations that fund terrorist
groups, they needed funding and one of their messages was they need to kidnap
individuals [for ransom]. But they’ll either kill you, or if they’re kind enough, take the
ransom and leave you. I managed to escape after 7 hours. I took a cab and went home
called my dad. The police arrived. They had to move us to [city name] because it wasn’t
safe to live in [the capital city] anymore – male, adult.
Another participant remembered growing up in an Arab country where there was constant
political unrest. She remembered there being protests and citizens rebelling against the
government:
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When we used to live there, there were always protests. As a kid, I don’t remember too
much about what the protests were about, but I remember that there were protests. And I
remember that my grandfather, he used to tell my dad and mom to not go outside during
the protests because he did not want one of them to get killed – female, young adult.
Overall, political instability and war related incidents contributed to participants’ poor quality of
life in their native countries.
Other general themes associated with the first subordinate theme (lifestyle in country of
origin) were descriptions of engaging in a religious lifestyle in participants’ country of origin,
relocating to another Arab country prior to resettling in Canada, and living a generally “simple”
life.
Theme II: Religious lifestyle. Some participants recounted that their lifestyles in their
countries of origin were more religiously based, as religion was a common thread amongst most
citizens of the country. They described pilgrimages to Mecca, lively religious celebrations, and
experiencing a sense of belonging and unity with other women who wore the hijab, or with other
men during prayer.
At least once a month we would go do a pilgrimage to Mecca. There was always a
religious spirituality in Saudi Arabia. There are five prayers a day. At least three or four
of them I would pray them in the mosque because there is a mosque everywhere.
Everything closes when it is prayer time. So you’re kind of forced to go to the mosque
because you can’t do anything else. You would be in the middle of the street and there
will be a mosque there and you could just go pray with people -male, young adult.
Another participant described the sense of community she felt in her native country when it
came time to celebrate Muslim holidays. “I feel like it was livelier in terms of religiosity. When it
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was time for Eid or Ramadan, the people were much livelier in terms of that type of stuff, so I felt
much more accepted.” She also went on to describe a sense of normalcy because of her choice to
wear the hijab at a young age. She described, “at the time, I started wearing the hijab at a young
age when I was in Egypt. That was the norm in Egypt for young girls to wear it” -female, young
adult. Thus, participation in religious practices were more commonplace in participants’
countries of origin.
Theme III: Relocation prior to resettling in Canada. Another theme that emerged within
the subordinate theme “lifestyle in country of origin” was relocation prior to settling in Canada.
Many participants described moving to various countries, often other Arab countries, before
settling in Canada. Participants described the need to leave their native countries, so much so that
they chose to move to another country temporarily until it became time to resettle in Canada.
One participant described the need to leave his home country due to economic difficulties:
“Under the pressure of the third Gulf War in 2003, I brought my family with me to Dubai. They
stayed with me until 2008” - male, adult. Some participants moved to Canada and for various
reasons, moved back to the Middle East for a period of time before moving back to Canada. For
example, one participant’s family moved to Canada in order to obtain citizenship. Once they
obtained citizenship, they moved back to their native country for several years before
immigrating to Canada again.
We stayed here for 5 years in Canada. We got the citizenship. My parents then noticed
that me and my sister were beginning to forget Arabic…My parents didn’t really like
that. Their immigration was for the citizenship and they didn’t know that will happen. Or
maybe they did, but they didn’t want it to continue. They made the decision to go back to
Syria - female, young adult.
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Overall, relocation to different Arab countries prior to moving to Canada, or moving back to the
Middle East after settling in Canada, were both described as part of participants’ pre-migration
stories.
Theme IV: Simplicity. The last theme that emerged within the subordinate theme lifestyle
in country of origin was “simplicity.” Many participants described a typical lifestyle, ranging
from attending school, having a home and raising a family, and spending time with family and
friends. One participant described her simple life back home: “Back home my routine was to go
to school, come back home and then I would always have something to do with family. I was
always hanging out with my family or doing something with them” – female, young adult.
Another participant echoed the simplicity of her life in her native country: “My day-to-day life
was just like going to school, going grocery shopping with my parents, studying, hanging out
with some friends. Sometimes I would go to the capital city” – female, young adult. Overall, for
some participants, life in their country of origin was rather ordinary.
Subordinate theme II: Reasons for immigrating to Canada. The second subordinate
theme subsumed within the Understanding the Premigration Context superordinate theme was a
collection of codes where participants identified different reasons for immigrating to Canada.
The three themes (or reasons for immigrating to Canada) that emerged in this subordinate theme
related directly to the subordinate theme “Life in country of origin” where participants described
having a poor quality of life due to feeling like an outsider in their own home, difficulties in the
educational system, and financial and safety concerns.
Theme I: Improve quality of life. Generally speaking, participants discussed initiating the
process to move to Canada in order to improve their quality of life. More specifically, they
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described specific motivations including seeking citizenship, to further educational and other
opportunities, and to escape persecution.
Citizenship. The first theme that emerged within the theme “Improve quality of life” was
related to participants’ desire to acquire citizenship because they were ineligible for citizenship
in their birth countries. One participant described her specific situation that made her ineligible
for citizenship:
My parents decided to immigrate to Canada because like I said, I’m Palestinian by
blood, but I was born in [another Middle Eastern country]. The law, or how it works in
[country name, Middle East], is if you’re not [country’s nationality] by blood you don’t
get the country’s citizenship. Basically, I do not hold the citizenship just because I am
Palestinian by blood. That is one of the most important reasons for my parents
immigrating -- we didn’t have any citizenship. -female, young adult.
Another participant described his specific situation, whereby his country of citizenship was war
torn, and he was not eligible for citizenship in the country to which he and his family had
relocated. He worried about being forced to move back to his native country if he lost his job in
the country to which he immigrated, which prompted his decision to begin the process of
immigrating to Canada.
The problem in the Gulf states is that it doesn’t matter which position you are in or how
good your income is… the problem is the state of your residency. You are not able to be
part of that community in the long run because that Gulf community is built on the
economic situation. So if the economy is good, you can be hired and you can maintain
your lifestyle there. Any downturn to the economy there will have a significant effect on
your lifestyle. You might be kicked out of your job and you may even be kicked out of the
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country because you are just an expatriate there. You cannot apply for permanent
residency there. You cannot apply to be a citizen. So, there is no job or life security there.
-male, adult.
Thus, participants sought to improve their quality of life by moving to a country where they
could become citizens and reap the benefits of being the citizen of a country.
Educational and other opportunities. Next, participants described “opportunities” as
another reason that prompted their moves to Canada. Specifically, many participants described
moving to Canada for educational opportunities, including improved quality of education, price
of education and access to loans, and easier pass and acceptance rates as compared to their home
countries. One participant compared the educational system in Canada to the education in his
home country, saying “…the quality of education [is higher] and…it’s more affordable for
sure… but I mean taking university here versus back home, it’s cheaper and better quality [in
Canada]. – male, adult. Additionally, participants discussed that Canada had resources such as a
strong health care system and access to social security as other opportunities they wanted to
pursue. One participant cited that her parents “wanted to provide us with a better…healthcare
system and all that stuff.” – female, young adult. Thus, the possibility of accessing opportunities
not available to them in their home countries was a motivating factor in participants’ decisions to
immigrate to Canada.
Escape persecution. The last theme whereby participants described a desire to improve
their quality of life in choosing to leave their home countries was related to participants’ desire to
escape various types of persecution, which were described earlier. One participant cited her
mother’s desire to escape domestic violence as her family’s reason for immigrating to Canada:
“My dad was abusive, like physically and emotionally. We all supported my mom’s decision in
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leaving and coming to Canada.” – female, young adult. Another participant described her
parents’ desire to escape the dangerous political situation in her native country as a reason for
immigrating to Canada: “We see what’s happening there right now. So it’s just difficult in that
sense and that’s the reason they chose to bring us here” -female, young adult. Thus, participants
chose to immigrate to Canada to escape persecution in their home countries.
Superordinate theme B: Post-migration risk and protective factors.
Theme I: Culture. Many specific risk and protective factors related to culture emerged in
discussion with the participants. Participants described several protective factors which
supported their mental health and well-being once they moved to Canada. Specifically,
participants described feeling accepted by the Canadian community, living in regions of Canada
that are multicultural, originating from a country that is ethnically diverse, Canadians’
friendliness toward immigrants, integration of the Canadian culture into one’s culture, and the
stability of Canadian life as protective for their mental health and well-being. These will be
described in more detail next.
Acceptance. The first culture related protective factor that was identified was participants
feeling accepted by, and being perceived as equal to, Canadians. Specifically, one participant
described “You’re not treated differently based on your race or nationality [in Canada]” – male,
adult. Similarly, another participant described his experience being a visible minority and how he
was surprised that “society has been very respectful of me” – male, adult.
Canada is multicultural. Another cultural protective factor that was cited by participants
was living in multicultural cities in Canada (i.e., Windsor). Participants often described being
one of many immigrants in their schools or workplaces, which made their transition to Canada
easier because they fit in with the general multiculturalism within these agencies. Participants
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seemed to recognize that this was not the case for all of Canada and that they happened to be
living in a multicultural city. For example, one participant described,
Moving to Windsor is different than moving to any other city [in Canada]. For example, I
went to [school name], and it was pretty diverse. I never had the issue with me feeling
like I stood out. I had also just started wearing the hijab, and that was never actually an
issue because all around me I saw people of the same cultural background and same
religious background – female, young adult.
Overall, living in a multicultural city in Canada was a protective factor because participants felt
like they “fit in” with the general demographic of the city.
Country of origin is diverse. Another cultural protective factor that emerged was coming
from a country that was culturally diverse. This was protective in that it shielded participants
from some aspects of “culture shock” associated with moving to a Western country from the
Middle East. One participant described how living in a diverse Arab country before coming to
Canada was protective for her:
The United Arab Emirates is pretty diverse, so you are surrounded by a lot of cultures.
That helps because the same thing with Canada – it’s just exponentially more [diverse]
here. You were not shocked… everybody’s Canadian but everyone also comes with their
cultural background. Even just food and things like that – female, young adult.
Thus, originating from a culturally diverse country was protective in that it limited some of the
effects acculturative stressors may have on immigrants.
Friendly. Another cultural protective factor for some participants was related to
Canadians’ friendliness. One participant cited the simple act of Canadians smiling and saying
hello to him were culturally shocking in a positive way: “When you walk in the street [in
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Canada], if I just look at someone, they would just look at me with a smile. They might say “hi
there!” Or even if they don’t say something, they smile” – male, young adult. Additionally, some
participants described Canadians as being friendly and helpful in the process of resettlement.
One participant described his journey to seek asylum in Canada after his student visa expired in
the United States, citing “the Canadians [at the border] were so friendly and helpful. It was
much easier than I expected” (male, adult). This experience ultimately alleviated his anxiety in a
high stress situation. Thus, Canadians’ friendliness was described as being helpful for new
immigrants in adapting to life in Canada.
Integration. Another cultural protective factor that emerged throughout the interviews
was in regard to adopting the Canadian culture, either by integrating the Canadian culture into
one’s Arab cultural identity or by assimilating completely in Canadian culture. That is, several
participants described intentionally immersing themselves into the Canadian culture by
befriending Canadians or seeking employment with non-Arabs in order to understand the
Canadian culture. For example, one participant described his experience as an Arab immigrant to
Canada and the importance of integration:
You see people who are raised here their whole life… they understand things about life
differently than we do. So, I guess that was the issue, that If I need to integrate well, I
should try to expose myself [to the culture]. So I made Caucasian friends just learn –
male, adult.
Another participant described the consequences of segregating oneself from the Canadian
society:
That’s a very bad situation when you keep yourself stuck only with your people. You will
learn nothing from the larger community -- the Canadian one. We all as newcomers
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should try and be immersed in it [the Canadian culture] because we decided to come to
this country and we have to be part of it. We cannot isolate ourselves. That’s not only a
challenge, that is a fact for most new immigrants – male, adult.
Overall, participants described the willingness to integrate into Canadian society as protective
because it also alleviated acculturative stresses faced by immigrants.
Stability. The last culture specific protective factor that emerged was in regard to Canada
being a stable and peaceful country in which to live. One participant described feeling at ease
and safe in Canada, which was ultimately beneficial to his well-being:
I realized that it was really nice to just wake up in a quiet place. I was in Egypt when the
revolution happened…I definitely heard of a lot of bomb sounds. I saw tanks walking in
the street. I’ve seen a lot as someone coming from the Middle East. But just waking up
here and the day is quiet, and everything is peaceful -- that is something that makes me so
happy. These are small things that people don’t realize how much they mean – male,
young adult.
Thus, living in a peaceful and stable country was a protective factor for Arab immigrants because
it afforded them peace of mind with respect to their safety. Next, the themes that emerged as
culture-related risk factors will be expanded upon.
Culture shock. A prominent risk factor that emerged from the qualitative interviews was
general “culture shock,” or experiencing challenges with respect to differences between the
culture from which the participant originated and the Canadian culture. Participants described
many aspects of culture shock, ranging from differences in daily routines, interests, food
availability and preferences, and moving to cities that were less lively than their hometowns. One
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participant commented on the difficulty she had connecting with Canadians her age because of
the different interests they had compared to her:
Yes, I didn’t find that my interests fit well with everyone’s interests here. I found that the
things I wanted to do, my hobbies, my interests…everything compared to people my age
differed greatly. I felt that I was different than them or they were different than me. –
female, young adult.
Another participant described culture shock in terms of greeting practices: “We’re Arab, and [to
greet one another], we hug we kiss on the cheek. In Canada, it’s different…we shake hands” –
male, adult. One participant who immigrated from a lively and high traffic Arab city reported
that she and her family experienced culture shock in arriving to Windsor, Ontario, which is a
small, modest city compared to her hometown:
My mom and my sister didn’t like the city in the beginning because we used to live in the
UAE before then. So, they didn’t like the city…they’re used to buildings… then when we
got to Windsor they were like “did you even know how this city looked like?” and I was
like “I didn’t know but we’ll get used to it” and then we did eventually. It was quite
difficult at the beginning but then we managed. – female, young adult.
In sum, various aspects of culture shock may be related to how Arab immigrants adjust to life in
Canada.
Discrimination. The next culture-related risk factor that emerged was experiencing
discrimination. Here, many participants described being the victim of discriminatory acts once
they arrived in Canada, ranging from microaggressions to overt discrimination. For example, one
participant described experiencing overt discrimination in applying for a job in Canada because
she wore a hijab: I applied to one job and they told me they don’t want a hijabi to work in
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customer service because customers don’t like when hijabis serve them. [The store owner] said”
It’s not us, it’s the customers”– female, young adult. Another participant recounted how tensions
between the West and the Middle East were high after 9/11, after which he felt many Canadians
were no longer open and welcoming to him:
I remember before [when I lived in Canada before 9/11], growing up you wouldn’t feel
you were an Arab and this person was white… you couldn’t tell [the difference] based on
skin tone.. like there was nothing that separated us. Like [we would go] trick or treating,
celebrate Christmas, go to dances. Now, there’s a gap being projected even when you’re
trying to warm up to the other side [the Canadians]... there seems to be like a barrier put
up like, “it’s too early” or “they haven’t forgotten yet – male, adult.
Thus, participants described that experiencing discrimination negatively affected them by
preventing them from integrating into Canadian society.
English language skills. Another salient cultural factor that participants described were
English language skills, which was described as a risk factor if participants had difficulty with
the English language and as a protective factor if participants understood and spoke the English
language when they arrived in Canada. One participant cited her knowledge and her family’s
knowledge of the English language as helping her thrive in Canada:
Having the language beforehand really helped. My whole family had it. There was never
the issue of, for example me having to take my mom to whatever appointment because she
can’t communicate. So, I think that’s a weight off of everybody’s shoulders. We all knew
English, to that was the strongest element that we came with – female, young adult.
On the other hand, other participants cited their lack of English language skills presented them
with additional challenges and barriers to face in Canada:
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Me and my parents expected the teachers to be understanding of the circumstances that I
didn’t speak English. I remember telling the teacher that I wanted to go to the washroom
and she was not understanding me because I kept saying it in Arabic. I kept showing her
like “bathroom, bathroom.” She just kept telling me to sit down. I peed myself in front of
the whole class. I was humiliated. I started crying. My mom came. I did not go back to
school… that was the most traumatizing thing that happened to me when I moved to
Canada – female, young adult.
Thus, having strong English language skills can be protective in that knowing the English
language circumvents many stressors that originate from weak English language skills (e.g.,
difficulty finding a job, difficulties while attending school).
Homesick. Another cultural risk factor that emerged was feeling homesick, especially
within the first few years participants lived in Canada. Many participants reported experiencing
challenges in these early years in Canada, so much so that they yearned to return to their home
countries. One participant described his experience in residence on reading week:
When you live in a residence, you miss the things that families do. When reading week
came, everyone in the building would leave and go home because their home is like three
hours away. Meanwhile for me, it’s a two day flight, and I can’t really do that because
that’s half the reading week done. That would make me feel sad. I remember one time I
cried because my roommate decided to leave. He lives somewhere three hours away
around Toronto and he went home during the middle of the week. And I said, “why are
you going?” and he said, “because I miss home,” And I thought to myself “I miss home
too, but...” – male, young adult.
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Another participant recounted her negative impressions of Canadian life within her first six
months after immigration and her yearning to return home:
For the first six months I wanted to leave. We were going to go back and visit in
December. We came here in July and we were going to visit home in December. I was so
excited. I was counting down the days. I just hated the environment (in Canada) – female,
young adult.
Overall, homesickness was negatively related to participants’ well-being in Canada.
Weather challenges. The last culture specific risk factor that emerged was participants’
difficulty acclimating to new weather conditions, particularly below zero degrees Celsius
temperatures and snow. One participant described “the weather was a big challenge – I had
never seen snow [before moving to Canada]” – male, adult. Another participant recounted her
reaction to snow as a young child: “It was cold. We were walking to our new house…it was
snowing so the snow was hitting my face and I was telling my mom that it feels like rice being
thrown at my face” – female, young adult.
Theme II: Economic risk and protective factors. Another theme that emerged from the
subordinate theme “risk and protective factors” was a group of subthemes related to economic
risk and protective factors. Participants cited the availability and accessibility of services in
Canada as being protective, while they described difficulty finding a job, needing to update their
educational credentials, financial difficulties, housing difficulties, and working in jobs below
their education level as being risk factors for their mental health and well-being. These themes
will be described in more detail below.
Accessibility to services. One key protective factor that emerged from the qualitative
interviews was accessibility to services once participants arrived in Canada, including English as
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a second language classes, social assistance, accessibility of student loans, and employment
related services. One participant generally remarked that “access to services is easier here than I
expected. There are a lot of services for immigrants and refugees. There are lots of programs
designed to help them” - male, adult. Another participant described “I had to do ESL programs, I
went level 1 through 5, which was really helpful.” – male, adult. He went on to describe the
Canadian government’s help in finding him a job:
Resumes wasn’t something that I had or ever done in my life or was ever exposed to or
heard about. The government program helped me make my resume, helped me apply for
jobs... Because I had help with Youth Employment Centre, it was a good learning
experience – male, adult.
Overall, accessibility to services was a protective factor for Arab-Canadian immigrants because
these services lessened the negative effect of other stressors (e.g., navigating the educational
system, finding a job). Economic risk factors that participants identified will be described next.
Difficulty finding a job. A prominent risk factor that participants often cited was having
difficulty finding a job after arriving to Canada. One participant summarized how having
challenges finding work specifically affects immigrants:
That’s still the number one challenge here in Canada for any newcomer - is to find their
first job. It’s always a challenge because wherever you go, they will require the
Canadian experience. For us, the newcomers, it’s like a question of the egg or the hen who comes first? If you can’t get the opportunity to work, you will not get the Canadian
experience. And at the same time, you can’t get your foot in the door unless you have that
experience. It’s a dilemma. It’s a huge dilemma. You don’t know what to do. It puts a lot
of stress on the family – male, adult.
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Education requalification. Another risk factor that participants described was having to
requalify themselves for the jobs they used to hold in their home country. They described that
although they had the educational credentials for a certain position in their native country, often
these qualifications did not suffice for that same job in Canada. This, in turn, meant that they
needed to participate in an education requalification process, which ranged from taking
qualifying exams for certain professions to completely redoing their education. For example, one
participant recounted how her parents had degrees but ultimately had to pursue additional
education in Canada: “… even though my parents did school back home and stuff, their
qualifications didn’t go through when they came to Canada and they had to start school again” –
female, young adult. Overall, education requalification was as a risk factor for immigrants
because of the financial implications of pursuing additional schooling and being unemployed
throughout this process.
Financial difficulties. Another risk factor that was often discussed were financial
difficulties, especially within the first few years of arriving to Canada. One participant recounted
her family’s financial struggles after moving to Canada: “Financially, it was bad. I remember my
parents not having – they brought money with them obviously— but it was hard because my dad
had just graduated nursing and my mom was trying to find a job” – female, young adult. Another
participant described the risk his family took in coming to Canada with very little money saved
up: “Yeah we were a family of 5… So the flight was not cheap, basically I remember the money
[we had] were enough for the flight and a couple months living [in Canada]” – male, adult.
Financial difficulties posed threats to well-being because often financial difficulties are
associated with inability to meet basic needs, such as food and shelter.
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Housing difficulties. Participants also described housing difficulties, including living in
homes below one’s typical standard (as a result of financial difficulties) and having difficulty
finding a place to live. For example, one participant described her father’s difficulty finding a
suitable home for their family:
My dad came two weeks before we did so he can look for a house. But he didn’t really
find anything because he didn’t know who to ask. So, he stayed in a motel for 20 days.
Then when we came, we also stayed in the motel. It was difficult in the beginning because
we were new. September 2014, I started school, and I was still in a motel because we
didn’t find a house yet – female, young adult.
Work below education level. Another risk factor that participants described was working
in jobs that were below their education levels, which led them to feel disappointed and
discouraged about all the time they spent attaining their educational credentials in their home
country. One participant described needing to think about alternative plans for work given his
difficulty finding a job with his doctorate degree: “I am thinking about opening a restaurant for
my family to run, but I know if I do that then I will not use my Ph.D. that I worked hard for. I
don’t want to do that” – male, adult. Similarly, another participant described how her parents
were working in minimum wage jobs because they could not find work related to their original
field of study: “ My mom worked at jewelry store and my dad worked security, even though my
dad was an engineer, and my mom graduated with an economics degree” – female, young adult.
Overall, working in a job below one’s education level can be considered a risk factor because it
is potentially connected with a feeling of unfulfillment for not working in one’s area of specialty.
Theme III: Personal connections. The next general theme that emerged within the “post
migration risk and protective factors” subordinate theme related to personal connections.
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Subsumed within this theme were a series of risks (i.e., loneliness or difficulty making friends)
and protective factors (e.g., making or having personal connections in Canada and access to
social media and maintaining personal connections with people from one’s native country)
related to personal connections, which will be described below.
Loneliness or difficulty making friends. One specific risk factor related to personal
connections that emerged was loneliness or difficulty making friends in Canada. Many
participants described feeling isolated after moving to Canada and for some, for several years
thereafter. Participants explained that it was both difficult to make friends with Canadian people
as well as with other Arabs. One participant, who was a young adult when she arrived to Canada,
described her journey making friends throughout university: “My first impression of friends here
was not really a good one…I couldn’t make friends the way that I should’ve. I did meet a lot of
people…but in those 5 years, I only made 1 or 2 friends” – female, young adult. Another
participant echoed these sentiments, albeit he arrived in Canada in his 40s: “I find that loneliness
is a struggle. We came here and we didn’t know anybody. Even though there is a big Arab
community here, we didn’t come here to get involved in the Arab community.” - male, adult.
Another participant described his disappointment when he realized that it was difficult to connect
with other Arabs in Canada:
So even when I did run into Arabs… I thought that we should somehow be able to
connect but [we didn’t]. There were still things I knew and studied that they didn’t. It’s
very hard to build communication or build friendships because it’s hard to find a basis
and common interest that we have – male, young adult.
Overall, participants described the feeling of loneliness in Canada as negatively relating to their
mental health.
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Making or having personal connections. On the other hand, participants who were able to
make friends or who had pre-existing personal connections with people in Canada reported these
relationships to be a protective factor for them. For example, one participant described how she
felt once she was able to establish friendships and connections with people in Canada:
But once I made friends and had more people to talk to, it was much better. It did not feel
as lonely. I always had someone around me. If I wanted to go out, I always had someone
to go out with. It definitely improved – female, young adult.
Thus, making friends in Canada was protective for some participants because it facilitated
activities that brought participants joy (e.g., going out, developing personal connections).
Social media and maintaining social connections to native culture. Another social
protective factor that participants discussed was remaining connected with friends and family
from their native countries. Participants discussed the role of social media in facilitating these
relationships:
I think having Skype was helpful. Talking to my grandparents and seeing them, it just
makes you feel like it’s not a big deal [to be separated] … I sat down for four or five
hours talking to them. We know everything that’s going on with them and so we are good
now. It made me feel like they were still around – female, young adult.
Similarly, another participant described how staying in contact with her friends in her native
country via social media was protective for her:
Also, social media and being able to talk to my friends there throughout my day. I can
talk to my friends and tell them about my day, and they can tell me about their days. It
makes me feel pleasant because it’s like a string to back home – female, young adult.
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Overall, maintaining connection with friends and family in one’s native country through
technology was protective for participants because it opposed the negative effects of loneliness
and homesickness and maintained friendships and family ties.
Theme IV: Trait resilience. The final protective factor that emerged from the qualitative
interviews was trait resilience. Many participants described their ability to adapt to change,
persevere in light of failure, their ability to cope with stressors with which they were faced. For
example, one participant described his easygoing attitude toward life and how that has allowed
him to accept certain outcomes in his life: “I just take it simple and whatever happens,
happens… just do good and do your best and whatever is meant to be will be” – male, adult. He
also went on to describe his adaptability and flexibility and how that has been protective for him
as an Arab immigrant to Canada:
I would consider myself as someone who can adapt well for my environment. I know
certain individuals, friends and family, that can’t adapt well to their environment. [They
think] “it’s my way” or “everybody else is wrong.” For me, I could adapt to the
environment very well. -male, adult.
Another demonstration of trait resilience emerged when a participant described her ability to
persevere through difficult times: “I would always say to myself “brighter days are coming. I
always felt like things were going to get better” – female, young adult. Overall, being flexible,
adaptable, and hopeful was protective for Arab immigrants because these traits helped Arab
immigrants to cope with the unique challenges they faced.
Superordinate theme C: Coping. The next superordinate theme that emerged was with
respect to common coping strategies used by Arab-Canadian immigrants. The subordinate
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themes and subthemes that follow have been named according to the results of the exploratory
factor analysis conducted on the Brief-COPE earlier.
Theme I: Proactive reflective. One subordinate theme that emerged was proactive
reflective coping. The themes subsumed within proactive reflective coping included adaptive
responses to stressful situations including distraction, problem solving, self-reflection, venting,
and taking a break. These will be described next.
Cognitive restructuring. One proactive reflective coping strategy that was used by
participants was cognitive restructuring, or changing the way one thinks about a situation, in
order to improve mood or well-being. In this theme, participants described that their preferred
method of coping to a stressor was to change the way that they were thinking about the situation.
For example, one participant described how she did not let one specific negative interaction ruin
her overall perspective: “Then I came back to the situation again and I thought --I won’t let one
bad apple spoil it for me” -female, young adult. Another participant described how he often
would remind himself that “Even though things aren’t perfect now, they are much better than
what they would be if I were living in Iraq” – male, adult. That is, he was changing his thinking
from something globally negative to a thought that was more accurate, and which made him feel
calmer. Thus, cognitive restructuring was used to prevent these Arab immigrants from negative
mood states.
Distraction. Another proactive coping strategy that participants reported using to cope
with difficult situations was distraction from the problem. Participants often described removing
themselves from the stressful situation and focusing their attention on something unrelated to the
stressor. For example, one participant described choosing to “stay at home and do activities…like
watch a movie” – female, young adult when she was stressed. Another participant described

156

157
often removing herself from the stressful situation and focusing her mind on another activity: “I
usually just grab my brothers and leave. We would just go for a walk or go for ice cream” –
female, young adult. Overall, use of distraction allowed for the temporary relief from stressful
situations.
Problem focused. The next type of proactive reflective coping used by participants was
problem focused in nature whereby participants took steps to resolve or lessen the effect of the
stressful situation. In this theme, participants described various stressful situations and the
different steps they took to resolve the problem. For example, one participant described her
decision to quit a club in response to feeling offended by its members: “So I quit the club, and I
said you know I wish you guys the best, but what happened was really hurtful for me” –female,
young adult. Another participant described different steps he took to manage a stressful situation
whereby he needed to pass an English exam (which he had failed two times prior) to proceed
with his education:
I kept in contact with my program coordinator and my instructor. I took an online class. I
realized that there were techniques that made it [studying] easier for me. Whenever there
was a word I did not know, I would write at the top and I would write next to it the word
in Arabic – male, young adult.
Thus, problem-focused coping strategies were useful for Arab immigrants because they allowed
immigrants to directly confront the problem in order to relieve stress.
Reflection. Another form of proactive reflective coping that participants described was
the use of reflection. Participants described taking a moment to pause and reflect about stressful
situations in order to gain a better understanding of the situation, which in turn allowed them to
make the most informed decisions. One participant described his reflective approach to coping:
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I mean my character is that I like to absorb a lot of information and understand things
very well, and after that I would arrive to the conclusion. So, that’s how I try to go about
it. So, I would look at the issue like “what is the issue here? What are we facing?” –
male, adult.
Another participant described the use of reflection as a coping strategy in order for him to better
understand the conflict and to process its different facets: “Usually I take a step back when there
is a conflict or a stressful situation. I take myself out of it. This lets me reflect on what happened”
– male, adult. Overall, reflection allowed participants to evaluate unique facets of stressors in
order to make the best decisions to manage the problem.
Venting. Another subtheme within the proactive reflective subordinate theme was
venting. Here, participants described the use of written expression as a means of venting.
Participants described writing as a cathartic experience whereby they felt relief without
burdening others with their need to vent: “Sometimes I write it out. I express my feelings through
writing. Writing it out would stop me from telling it to people and wasting people’s time with
ranting” – female, young adult. Another participant described the in the moment benefits of
using expressive writing, as well as the long-term benefits:
When I do it, it works [well as a coping strategy]. It’s actually a matter of mustering up
the energy to sit down and type it out or write it out. Every once in a while, I’ll go back
through these notes and…look back at that time and [I tell myself] it seemed like it was
the worst time ever. Then you look at it and you’ve moved past it. You were able to
overcome it” -female, young adult.
Thus, writing as a form of venting was used by immigrants as a coping strategy to allow them to
release negative emotions without involving anyone else in the process.
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Take a break. The last proactive reflective coping strategy that emerged was taking a
break from the stressful situation. Participants described removing themselves from the stressful
situation and not taking action until after a certain period of time had passed. This was done in
order to make the most rational (as opposed to emotion fuelled) plan of action. One participant
described how she often takes a break before deciding how to proceed with a stressful situation:
I usually let it sit for 48 hours and if it’s still bothering me, then I usually talk to someone
about it. I used to be a very reactive person with certain things. I realized that that does
not have the best outcomes. You could do something that you regret. I think sleeping on
it, coming back to it a couple days later, you would be able to realize the issue and how
to help it. As opposed to reacting right away and then thinking “oh what did I do” and
then the problem becomes bigger and escalates from that situation – female, young adult.
Theme II: Emotional support from others. The next subordinate theme within the
superordinate theme “coping” related to accessing emotional support from others. Here,
participants described receiving emotional support and advice from family members and friends.
One participant described how talking with friends helps solve her problems:
Lately I’ve been talking about it with my friends. That really helps me because even right
now, me talking to you and telling you all this stuff is helping me realize certain things.
So talking about these issues with my friends is a big coping mechanism for me – female,
young adult.
Another participant described how talking to her mother helped her navigate a difficult
interpersonal relationship:
I remember calling my mom in the [student center], and I called her crying telling her I
couldn’t bear this girl. My mom told me what to tell her over the phone and so I went to
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her and told her “I don’t appreciate the way you talk to me. I’m not going to study with
you anymore. – female, young adult.
Overall, receiving emotional support from friends and family was often cited as being a primary
way of coping for Arab-Canadian participants.
Theme III: Faith. Another coping strategy that participants described was the use of
religion and faith. Participants described how their religious beliefs and values gave them a sense
of calm as they believed that the stressors they were facing were part of a larger plan, which
motivated them to move forward despite their difficulties: “I use my faith as a source of power
for me to stay hopeful that whatever is happening is meant to happen. I feel like [having beliefs]
gives you time to self-reflect and keep moving forward” – male, adult. Participants described
feeling hopeful in light of stressors because God would help them through their suffering.
Theme IV: Depends on the situation. The last theme within the “coping” superordinate
theme was in regard to participants’ descriptions that their choice of coping strategies depends on
the specific situations. One participant described that some stressful situations do not warrant a
response, while others require some sort of response: “It depends on the situation and if it
deserves for me to do something about it. Sometimes it’s better to just let it go, and other times
you have to do something.” – female, young adult. Similarly, another participant described his
fluid nature of choosing coping strategies for different situations: “It all depends on the type of
challenge or conflict and severity of it” – male, adult. Overall, participants’ methods of coping
vary based on the specific situation.
Summary of Results
Overall, quantitative and qualitative analyses were conducted to address specific research
questions and hypotheses. With respect to the first objective of the study (risk and protective
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factors for well-being and mental illness), I conducted seven linear regression analyses to test
hypothesized risk and protective factors for well-being and mental illness outcomes. Table 26
summarizes the quantitative hypotheses and results for hypotheses 1a-d and 2a-c and 3a-c.
In my additional analyses, I condensed a large number of significant risk and protective
factors for well-being and mental illness (based on linear regression results) into two path
models. The path models were advantageous to the linear regression models, as well-being and
mental illness outcomes often co-occur with each other. Tables 27 and 28 summarize the results
of the path analyses. The results of the path analyses demonstrated that several variables were
uniquely associated with higher levels of well-being and lower levels of mental illness. These
included both demographic and individual level factors. One finding was that stronger English
language skills were associated with higher levels of flourishing. On the other hand, higher levels
of socioeconomic problems were associated with lower levels of life satisfaction. With respect to
individual level factors, higher levels of proactive reflective coping were associated with higher
levels of flourishing and anxiety. Additionally, higher levels of support from others coping was
associated with higher levels of positive emotions. These results suggest that unique factors act
on different aspects of well-being and mental illness.
There were also variables that were commonly associated with two or more well-being and/or
mental illness outcomes. In terms of demographic variables, younger age of arrival was
associated with higher levels of negative emotions and depression, anxiety, and PTSD.
Additionally, female gender was associated with higher levels of both anxiety and PTSD. With
respect to individual level factors, higher levels of trait resilience were associated with higher
levels of flourishing and lower levels of negative emotions and depression. In addition, higher
levels of self-criticism coping were associated with higher levels of negative emotions and
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Table 26. Hypotheses and Summary of Results
Hypothesis
Supported?
1a. Older age of arrival to Canada, Partially –
lower income, mental illness
• Stronger English
symptoms, discrimination, and
language skills and
avoidance coping will be related to
higher levels of trait
lower levels of flourishing.
resilience were
Stronger English language skills,
related to higher
higher level of religiosity, and
levels of flourishing
higher trait resilience will be
related to higher levels of
flourishing.

Additional Findings
• Higher levels of
proactive reflective
coping were related to
higher levels of
flourishing.
• Higher levels of selfcriticism coping were
related to lower levels of
flourishing.

1b. Older age of arrival to Canada,
lower income, mental illness
symptoms, discrimination, and
avoidance coping will be related to
lower levels of life satisfaction.
Stronger English language skills,
higher level of religiosity, and
higher trait resilience will be
related to higher levels of life
satisfaction.

Partially –
• Higher levels of trait
resilience were
related to higher life
satisfaction
• Higher levels of
depression were
related to lower life
satisfaction

•

Higher levels of
socioeconomic problems
were related to lower
levels of life satisfaction

1c. Older age of arrival to Canada,
lower income, mental illness
symptoms, discrimination, and
avoidance coping will be related to
lower levels of positive emotions.
Stronger English language skills,
higher level of religiosity, and
higher trait resilience will be
related to higher levels of positive
emotions.

Partially –
• Higher levels of trait
resilience were
related to higher
levels of positive
emotions
• Higher levels of
depression were
related to lower
levels of positive
emotions
Partially –
• Older age at arrival
to Canada and higher
levels of trait
resilience were
related to fewer
negative emotions
• Higher levels of
depression were
related to higher

•

Higher levels of support
from others coping was
related to higher levels of
positive emotions.

•

Higher levels of selfcriticism coping were
related to higher levels of
negative emotions

1d. Older age of arrival to Canada,
lower income, mental illness
symptoms, discrimination, and
avoidance coping will be related to
higher levels of negative emotions.
Stronger English language skills,
higher level of religiosity, and
higher trait resilience will be
related to lower levels of negative
emotions.

162

163

2a. Lower income, higher number
of traumas, avoidance coping, and
discrimination will be related to
higher levels of depression
symptoms. Stronger English
language skills, higher level of
religiosity, male gender, and higher
levels of trait resilience will be
related to lower levels of
depression symptoms.

levels of negative
emotions
Partially –
•
• Higher numbers of
traumas experienced
and higher levels of
avoidance coping
•
was related to higher
levels depression
• Higher levels of trait
resilience was related
to lower levels of
depression

2b. Lower income, higher number
of traumas, avoidance coping, and
discrimination will be related to
higher levels of anxiety symptoms.
Stronger English language skills,
higher level of religiosity, male
gender, and higher levels of trait
resilience will be related to lower
levels of anxiety symptoms.

Partially –
• Being female, higher
number of traumas
experienced, and
higher levels of
avoidance coping
were related to
higher levels of
anxiety
• Higher levels of trait
resilience were
related to lower
levels of anxiety

•

2c. Higher number of traumas and
avoidance coping will be related
to higher levels of PTSD
symptoms. Being male and higher
levels of trait resilience will be
related to lower levels of PTSD
symptoms.

Partially –
• Being female, higher
number of traumas,
and higher level of
avoidance coping
was related to higher
levels of PTSD
symptoms.

•

3a. Time spent in Canada and
Canadian acculturation will be
related to level of engagement
coping in Arab-Canadian
immigrants.

Partially –
• Higher levels of
Canadian
acculturation were
related to higher
levels of engagement
coping
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•

•

Younger age at arrival to
Canada was related to
higher levels of
depression
Higher levels of
immigration problems
and self-criticism coping
were related to higher
levels of depression.

Older age of arrival to
Canada was related to
lower levels of anxiety
Higher levels of
immigration problems,
higher levels of proactive
reflective coping, and
higher levels of selfcriticism coping were
related to higher levels of
anxiety.

Older age of arrival to
Canada was related to
lower levels of PTSD
symptoms
Higher levels of religious
coping were related to
higher levels of PTSD
symptoms
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3b. Time spent in Canada and Arab
orientation will be related to level
of collective coping in ArabCanadian immigrants.

Partially –
•
• Higher levels of
Arab cultural
orientation and fewer
years living in
Canada were related
to higher levels of
collective coping

3c. Less time spent in Canada and
higher levels of Arab cultural
orientation will be associated with
higher levels of avoidance coping.
Additionally, time spent in Canada
and Arab cultural orientation will
be related to level of avoidance
coping in Arab-Canadian
immigrants.

No
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Higher degree of
religiosity was related to
higher levels of
collective coping
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Table 27. Summary of Well-Being Path Model
Endogenous Variable
Path
Flourishing
Stronger English language skills à higher
flourishing
Higher trait resilience à higher flourishing
Higher proactive coping à higher flourishing
Self-criticism coping à flourishing
Life satisfaction
Trait resilience à life satisfaction
Higher socioeconomic problems à Lower life
satisfaction
Depression à life satisfaction
Negative emotions
Younger age at arrival to Canada à higher
negative emotions
Higher trait resilience à lower negative
emotions
Higher self-criticism coping à higher negative
emotions
Higher depression à Higher negative emotions
Positive emotions
Trait resilience à positive emotions
Higher depression à Lower positive emotions
Higher support from others coping à Higher
positive emotions
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Significant?
yes
yes
yes
no
no
yes
no
yes
yes
yes
yes
no
yes
yes
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Table 28. Summary of Mental Illness Path Model
Endogenous Variable
Path
Depression
Younger age at immigration à higher
depression
Higher immigration problems à higher
depression
Higher self-criticism coping à higher
depression
Higher avoidance coping à higher depression
Higher trait resilience à lower depression
Trauma à depression
Socioeconomic problems à depression
Anxiety
Higher trauma à higher anxiety
Higher proactive reflective coping à higher
anxiety
Self-criticism coping à anxiety
Higher avoidance coping à higher anxiety
Younger age of arrival to Canada à higher
anxiety
Immigration problems à anxiety
Female gender à higher anxiety
Trait resilience à anxiety
PTSD
Higher trauma à higher PTSD
Higher avoidance coping à higher PTSD
Religious coping à PTSD
Proactive reflective coping à PTSD
Younger age at arrival to Canada à higher
PTSD
Female gender à higher PTSD
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Significant?
yes
yes
yes
yes
yes
no
no
yes
yes
no
yes
yes
no
yes
no
yes
yes
no
no
yes
yes
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depression. Higher levels of avoidance coping were associated with higher levels of depression,
anxiety, and PTSD symptoms. Finally, higher levels of immigration problems were associated
with higher levels of depression and anxiety.
With respect to objective 2 (the relation between acculturation and coping), the following
results emerged: Canadian acculturation was related to higher levels of engagement coping and
higher levels of an Arab orientation was related to higher levels of collective coping. These
results can be found in Table 26.
Finally, Table 25, which was presented earlier, summarizes the qualitative research
questions and results. Qualitative interview results revealed the following themes with respect to
understanding participants’ lives in their native countries: Poor Quality of Life, Religious Lifestyle,
Relocation Prior to Settling in Canada, and Simplicity. Additionally, participants immigrated to
Canada in order to Improve Quality of Life. Common risk and protective factors were categorized
into the following themes: Cultural, Economic, Personal Connections, and Trait Resilience.
Participants described using the following coping strategies: Proactive Reflective, Support from
Others, and Faith.

167

168
CHAPTER 5 - DISCUSSION
The two primary objectives of the present study were to examine how self-reported risk
and protective factors were associated with self-reported well-being and mental illness and to
examine the relation between acculturation and coping in Arab-Canadian immigrants. The
developmental psychopathology framework was the theoretical foundation for this study. Using
this perspective, hypotheses were created and tested using risk and protective factors (including
resilience) as predictors for mental health indicators. These risk and protective factors were
considered within the context of participants’ culture of origin and the Canadian culture
(Cicchetti & Toth, 2009; Cicchetti, 2016). A notable strength of this study was its sequential
explanatory mixed-methods approach, which allowed for an increased understanding about why
a person perceives his or her life to be going well (Schwartz et al., 2011). Additionally, this study
addressed specific aspects of Arab coping, on which there is minimal research.
Objective 1: Risk and Protective Factors Associated with Well-Being and Mental Illness
As discussed below, the findings of the current study support previous findings in the
Arab immigrant literature with respect to demographic and individual level factors that were
associated with well-being and mental illness outcomes.
Demographic risk and protective factors. As described next, several demographic
factors, including English language skills, socioeconomic problems, age of arrival, and gender,
were associated with different aspects of well-being or mental illness.
As hypothesized, stronger English language skills were associated with higher levels of
flourishing. Recall that flourishing is defined by six characteristics: being engaged in meaningful
activities, positive relationships, engagement (being completely absorbed in activities), having a
sense of competence or mastery, positive emotion, and self-esteem (Agenor et al., 2017).
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Accordingly, proficiency in the host country language may be associated with the facets of
flourishing in different ways. First, proficiency in the host country language is said to be one of
the most important factors in attaining employment or higher education in the host country (Kim
et al., 2012). Both employment and education afford immigrants additional opportunities to
become engaged in meaningful activities and to develop a sense of competence or mastery,
which are facets of flourishing. Along these lines, in Wright et al.’s (2016) study, Arab American
immigrants with weaker English language proficiency were more likely to be in the
“unemployed” group. The qualitative results of the current study echo these findings and suggest
that stronger English language proficiency might act as a protective factor because knowing the
English language may circumvent many stressors that originate from weak English language
skills (e.g., difficulty finding a job, difficulties making friends).
Additionally, research suggests that strong host language proficiency allows immigrants
the opportunity for meaningful relationships. That is, in previous longitudinal research with
refugees from around the world (26% Iraqis) to England, those with stronger host country
language skills reported more social connectedness, which in turn positively affected their sense
of well-being (Tip et al., 2019). Thus, it may be the case for the present sample that English
language skills also allowed for participants to be engaged in positive relationships, which are a
key facet of flourishing. Along these lines, the qualitative results suggest that weak English
language skills may bring about feelings of loneliness in some Arab immigrants. That is, in
response to being asked how her weak English language skills affect her life, one participant
described “I like to talk to people. I like to make friends. I like to be someone that has social life.
I cannot do that” (female, young adult). Overall, English language skills may uniquely predict
flourishing but not other well-being outcomes possibly because English language skills afford
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immigrants unique opportunities to access different facets of flourishing including developing a
sense of competency or mastery and engaging in positive relationships.
Another key finding was that higher levels of socioeconomic problems (a post-migration
living difficulty) was a unique predictor for lower levels of life satisfaction. Although it was
hypothesized that income alone would be associated with lower levels of well-being, the results
suggested that socioeconomic problems, which included financial difficulty, lack of work, and
housing problems, emerged as a more salient potential risk factor for poor life satisfaction. These
results are in line with many other quantitative and qualitative studies addressing post-migration
living difficulties such as socioeconomic problems. This includes studies in which Arab
immigrants had difficulty finding employment (e.g., Aragona & Pucci, 2012; Aroian et al., 2017;
Ferguson, 2015) and studies where difficulty meeting basic needs were associated with poor
mental health outcomes (Kira et al., 2014). A closely linked research area is that which
elucidates the relation between income and life satisfaction in the general population. In this
field, much of the research is cross sectional, often citing small, positive correlations (around
.20) between income and life satisfaction (Howell & Howell, 2008). In the developmental
psychopathology perspective, socioeconomic problems (and low income in general) might act as
a risk factor for life satisfaction because socioeconomic problems may interact with several other
risks which can permeate several areas of functioning. That is, past research with the general
population has shown that lower income is associated with poorer physical health outcomes
(Marmot, 2002) and lower grade housing options (Argyle, 1999). Additionally, having adequate
income is thought to provide people the opportunity to pursue additional areas of interest, such as
educational opportunities, which may improve life satisfaction in the long term (Cheung &
Lucas, 2015; Diener et al., 2009).
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However, the results of longitudinal studies addressing income and life satisfaction
amongst the general British population suggest that increases in income over time only slightly
improve life satisfaction (Luhmann et al., 2011), while some studies report no significant
changes in life satisfaction with the increase in income over time (Becchetti et al., 2008). To that
effect, the socioeconomic problems addressed in the present study address one’s ability to meet
basic needs (e.g., ability to afford adequate housing) and its relation to life satisfaction, rather
than income alone. It may be that those who are having difficulty meeting basic needs are also
confronted with additional challenges, including living in an area with high poverty and crime
rates, living with extended family members, and potentially living in unsafe environments, all of
which might add to an immigrants’ dissatisfaction with life. The qualitative results from the
present study also reiterate this quantitative finding. That is, economic stressors emerged as a
notable theme related to post-migration risk factors. Here, participants described Difficulty
Finding a Job, Financial Difficulties, and Housing Difficulties as key challenges that affected
participants’ mental health. On the other hand, participants described Accessibility to Services
that enabled them to find jobs as helpful for their mental health. This information suggests that
perhaps Arab immigrants who are having more difficulty meeting basic needs (along with the
additional challenges that this stressor brings) rather than income alone are those who are
experiencing lower levels of life satisfaction.
Next, younger age of arrival was associated with higher levels of negative emotions,
depression, anxiety, and PTSD. These results are in contrast to what I hypothesized, that older
age at immigration would be a risk factor for poorer well-being and mental illness outcomes. My
hypothesis was based on the Arab immigrant literature that described older age of arrival as a
risk factor for mental health of immigrants due to the acculturation process being more difficult,
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as older adults had lived in Arab countries for the majority of their lives and could be less
flexible with respect to the acculturation process, learning English, etc. This hypothesis was
based on the results of a study whose sample was exclusively “older adult immigrants” (i.e., age
56 and older; Ajrouch, 2007), whereas the average participant age for this study was 30 years. As
such, these findings may be unique to the present study and its sample characteristics. That is,
the participants in present study had mean age of arrival to Canada of 16 years. Since
participants had been living in Canada on average for 15 years at the time of the study (2019),
their departure from the Middle East then coincides with the height of the second Gulf War in
Iraq (2003-2011). This timing is particularly relevant for the present sample, as 33% of
participants were born in Iraq. Thus, it might be that a large proportion of the sample had
experienced substantial war trauma at a young age before immigrating to Canada, putting them
at risk for later mental illness.
However, this does not fully explain why younger age of arrival was related to higher
levels of negative emotions and higher levels of mental illness. One possible moderating variable
for this association could be the use of adaptive coping strategies, which increases with age. That
is, whereas younger people are less likely to use adaptive coping strategies, use of adaptive
coping strategies has been reported to increase with age in the German general population (e.g.,
Neubauer et al., 2019), which in turn may be associated with improved well-being outcomes. In
the present study, younger age of arrival was associated with higher levels of support from others
coping and also higher levels of self-criticism coping, but no other coping factors. In the present
study, I also found that support from others coping was associated with higher levels of positive
emotions, but not with other well-being and mental illness outcomes. On the other hand, higher
levels of self-criticism coping were associated with higher levels of negative emotions,
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depression, and anxiety. Thus, it might be that the association between age of arrival and mental
illness symptoms is mediated by a specific maladaptive coping strategy, self-criticism.
Additionally, when compared to younger participants, older participants are less likely to
perceive the same situation as “stressful,” thereby not allowing the stressor to affect their mental
health (Neubauer et al., 2019). Overall, it may be that younger age of arrival was associated with
higher levels of negative emotions, depression, anxiety, and PTSD in part because younger
people are less likely to use adaptive coping strategies, which in turn may be associated with
their higher levels of mental illness symptoms.
A potential moderating variable in the relation between age of arrival and mental health
could be resilience to stressors, which also increases as people experience more hardship. The
research demonstrates that resilience to stressors increases when a person has already
experienced many stressors (Hu et al., 2015). Results from Hu et al. (2015) meta-analysis of
68,000 participants from across the world suggested that level of adversity moderated the
relationship between trait resilience and mental health, with those who had experienced higher
levels of adversity reporting higher levels of trait resilience. Connor and Davidson (2003) and
Luthar and Cicchetti (2000) also posited that although everyone has different degrees of trait
resilience, these characteristics are most often manifested when individuals are faced with
difficulties. Overall, these results suggest that age of arrival to the host country may be specific
to the unique characteristics of this present sample (i.e., cohort effects due to war experiences)
with additional variables including use of adaptive coping strategies and trait resilience
potentially moderating these effects.
Examination of the immigration literature provides further support for the finding that
younger age of immigration was related to higher levels of depression, anxiety, and PTSD
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symptoms in immigrants from different countries to the United States and Canada (e.g.,
Patterson et al., 2012). Another possible explanation for this finding relates to The Healthy
Immigrant Paradox – which is a body of research that states that the outcomes of first-generation
immigrants are sometimes better than the outcomes of their peers who were born in the USA
(Hernandez et al., 2012). For the present study, younger immigrants resemble more closely youth
who were born in Canada as compared to older immigrants. That is, younger immigrants may
resemble some Canadian born youth in that some may ascribe more easily to the host culture
orientation (Patterson et al., 2012), which in turn may be related to more discord amongst family
members who have strong Arab values. This is called the “acculturation gap” and has been
associated with “acculturation-based conflict” in families, which may be associated with
negative adult outcomes for these younger immigrants (Kia-Keating et al., 2016). Whereas older
immigrants have more solidified identities, younger immigrants’ identities are less stable, and
they may be subjected to conflicting pressures to maintain their Arab culture in the home and to
be and act “Canadian” at school. Along these lines, researchers have hypothesized that younger
age of arrival may be associated with higher levels of peer rejection, which is associated with
loneliness (Alegria et al., 2007), perhaps placing younger youth at risk for later mental illness.
Another key finding from the study was that, as hypothesized, being female was
associated with higher levels of anxiety and PTSD. These results are partially consistent with the
literature. That is, prevalence rates of depression, anxiety, and PTSD are higher in females than
in males in the general population (Carmen et al., 2011; Gater et al., 1998; Olff, 2017; Seedat et
al., 2009). Similarly, Arab women are also more likely to experience depression, anxiety, and
PTSD compared to Arab men (Hamdan, 2009). In the Arab immigrant literature, however, there
have been mixed findings with regard to gender and its association with mental health, and this is
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thought to be dependent on the demographics of each study’s population (i.e., country of origin,
traumas experienced). For example, in Lindencrona et al. (2008) study of Arab immigrants to
Sweden, being female was associated with higher levels of PTSD symptoms. On the other hand,
in Kilic et al. (2016) study, Arab men reported experiencing significantly higher numbers of
personal traumas compared to women. However, there was no significant difference in the
number of PTSD symptoms experienced by men and women in the sample (Kilic et al., 2016).
Gender differences in mental illness outcomes have been explained through the “Cost of
Caring hypothesis,” which posits that gender roles and experiencing more hardships (e.g.,
chronic life stressors) put women at higher risk for mental health concerns compared to men
(Taylor, 2015). Additional hypotheses for women experiencing higher rates of mental illness
include the compounding effect of women feeling pressure and stress due to their multiple roles,
being the more often victims of gender-based violence, generally having lower income, and the
burden of caring for others (e.g., children, other family members) compared to men (World
Health Organization, 2002). These additional stressors are also applicable to women of Arab
descent (Hamdan, 2009). With respect to gender roles, it has been hypothesized that women take
on the burden and stress of others they care about, in addition to their own stress (Taylor, 2015).
The “nurturing” gender role that women fall into may then compel them to react to the needs of
others. Thus, women face many of the same common life stressors as men, but may take on the
stressors of close others, making them more vulnerable to mental illness (Taylor, 2015).
Research also supports the association between stereotypical female gender roles and
higher rates of mental illness. That is, in a world-wide study of gender and mental illness
outcomes, an increase in stereotypical gender roles was associated with higher female to male
ratio in poor mental illness outcomes (Seedat et al., 2019). Thus, it may be that gender roles play
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a more powerful role in their effect on mental illness of Arab immigrant women in the present
study, given that many members of this culture ascribe to stereotypical gender roles. Although
men reported experiencing significantly higher number of traumas compared to women in the
present sample, women reported higher levels of PTSD symptoms compared to men. These
results suggest that perhaps women in this sample were more vulnerable to the effects of traumas
due to a combination of other burdens (e.g., gender roles, carrying the burden of others’ stress).
Similarly, women may have reported higher levels of anxiety symptoms compared to men due to
the burdens that they carry for close others. These results suggest that gender must be considered
among the risk factors when considering the mental health of Arab immigrants.
Regardless of gender, the average levels of both depression and anxiety in this sample
approach or exceed the clinical cut-offs for the Hopkins Symptom Checklist (Mollica et
al.,1999). These results align with previous research that suggests that select samples of Arab
immigrants experience higher levels of depression and anxiety (Abuelezam & El-Sayed, 2018;
Kira et al., 2013; Jamil et al., 2007). Additionally, participants reported experiencing on average
about five traumatic experiences in their lifetime, which differs substantially from the average
Canadian, 76% of whom reported experiencing one traumatic event in their lifetime (Van
Amerigen et al., 2008). These results can further be explained using the Cumulative Racial
Ethnic Trauma Model (Awad et al., 2019), which outlines that traumatic experiences at both the
macro and micro level are associated with the mental health outcomes of Arab immigrants. That
is, at the macro level, the interaction between traumas Arab immigrants experienced in their
country of origin, the hostile national context they face in their host countries, and experiences of
systemic discrimination are related to experiencing additional traumas at the micro levels (e.g.,
microaggressions). In turn, these macro and micro level experiences are thought to be harmful to
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Arabs’ mental health and well-being. Overall, these results suggest that the demographic
variables of Arab ethnic origin and immigrant status are potential risk factors for poor mental
health.
Individual level risk and protective factors. Individual level factors (e.g., coping, trait
resilience, and immigration problems) and their association with various well-being and mental
health outcomes are discussed next.
First, proactive reflective coping was positively associated with flourishing outcomes. In
the present study, proactive reflective coping encompassed active, problem focused coping,
positive reframing, planning, humour, and acceptance types of coping. In general, these types of
coping fall under the umbrella of “adaptive coping” strategies. Previous research has
demonstrated that individuals who “flourish” are those who engage in adaptive coping strategies
(Faulk et al., 2013; Frieire et al., 2016). However, for the present study, the causal relation here
is unclear. Perhaps those who were already “flourishing” were those who tended toward more
adaptive coping strategies. In turn, the use of adaptive coping strategies may have increased
participants’ experience of flourishing in a positive feedback loop. According to the Broaden and
Build theory (Frederickson, 2004), positive emotions (a component of flourishing) allow people
to “broaden” their cognitive capacities, allowing for more adaptive coping strategies to come to
mind, and in turn, improving their adaptation to the stressor. On the other hand, negative
emotions constrict one’s cognitive capacity and thus the person could be limited in their
repertoire of maladaptive coping strategies.
Higher levels of proactive reflective coping (problem focused, positive reframing,
planning, humour, and acceptance) were also associated with higher levels of anxiety. Many of
these coping strategies, while adaptive in many situations and many contexts, can also be
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classified as “safety seeking” behaviours for people with anxiety, which are known to reduce
anxiety in the short term and to maintain anxiety in the long term (Thwaites & Freeston, 2005).
Several types of coping subsumed within proactive reflective coping can act as safety
behaviours, depending on the individual and their context. For example, one way that “problem
solving” could be maladaptive for anxiety is the case of “problem solving” a fear of attending
public places by remaining in one’s home. Although one feels safe at home, the safety behaviour
does not combat the fear of public places, and thus the anxiety remains (Thwaites & Freeston,
2005). Further, a key component of anxiety that causes distress is the unpredictability or
uncertainty about the future (Thwaites & Freeston, 2005). It might be that in an effort to feel
safe, anxious people may (overly) engage in planning and problem solving to avoid uncertainty.
However, while this could be considered adaptive to a certain degree, after a certain point it may
cause additional distress. That is, there may come a point where the person can no longer plan or
problem solve (and need to tolerate uncertainty), which might cause anxiety to increase. Overall,
the findings suggest that proactive reflective coping was positively associated with anxiety,
although again, the causal relation is unclear (i.e., perhaps higher levels of anxiety evoked higher
levels of proactive reflective coping).
The next individual level finding was that higher levels of support from others coping
was associated with higher levels of positive emotions (but not other aspects of well-being or
mental illness). In the present study, “support from others” included items wherein participants
received instrumental and/or emotional support from others. Although it is unclear from whom
the participants were receiving support in the present study, these results generally align with a
study of American adults that found that receiving emotional or tangible support from family
members was associated with positive affect (but not negative affect; Siedlecki et al., 2014).
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Similarly, in a study of Canadian university students with depression, social support was
predictive of positive affect (Greenglass & Fiksenbaum, 2009). Thus, although support from
others coping only predicted higher levels of positive affect (and was not associated with
negative affect or mental illness), it may still be an important coping strategy to use, as
experiencing positive emotions allows for cognitive flexibility and openness to more adaptive
coping strategies (as described in the broaden and build theory), which in turn may be associated
with improved mental health outcomes. Additionally, these results suggest that while coping
with the help of others may improve one’s sense of “happiness,” the effects of this type of coping
are potentially not strong enough to overcome the negative affect associated with mental illness,
as support from others coping did not show a relation with mental illness outcomes.
These results also suggest that it is possible to experience positive affect (associated with
receiving support from others) while experiencing negative affect. That is, although support from
others coping was predictive of positive affect, the overall sample was also experiencing clinical
levels of anxiety and depression (based on Mollica et al., 1996 cutoffs). Traditional coping
theory (i.e., Lazarus & Folkman, 1984) emphasizes how individuals use coping strategies to
manage the negative psychological states that emerge in light of adversity. However, it was later
discovered that people can also experience positive psychological states during stressful times
(Folkman & Moscowitz, 2004; Folkman, 1997). The presence of positive affect during times of
high stress was first mentioned in the Folkman (1997) study, which addressed the psychological
impact that caring for a partner with AIDS had on caregivers. The results suggested that
caregivers experienced both positive and negative psychological states throughout the process of
caring for their partner. Additionally, previous coping research suggests that certain types of
coping (including positive reappraisal, problem focused coping, and infusing ordinary events
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with positive meaning) are related to positive affect and that generally, the types of coping that
are associated with negative affect and positive affect are different (Folkman & Moscowitz,
2000). The results of the present study align with these findings in that different types of coping
were uniquely associated with either positive affect (e.g., support from others coping) or negative
affect (e.g., avoidance coping, self-criticism coping), and not both. Overall, although there are
stressors associated with the process of immigration, immigrants still can experience positive
emotions, particularly when they are receiving support from others around them.
The next individual level finding was that self-criticism coping was related to negative
emotions, depression, and anxiety. Self-criticism is defined as “a conscious evaluation of oneself
that can be a healthy and reflexive behaviour, but also can have harmful effects and
consequences for an individual” (Kannan & Levitt, 2013, p. 166). That is, self-criticism exists on
a continuum from adaptive levels to maladaptive levels. In individualist cultures, adaptive levels
of self-criticism may help people reach goals by allowing them to examine potential means of
self-improvement. On the other hand, maladaptive (or high levels) of self-criticism are often
reported in people with higher levels of depression (Luyten et al., 2007; Yamaguchi et al., 2013)
and anxiety (Kannan & Levitt, 2013). Yamaguchi et al. (2013) study described self-criticism as
“anti-coping” (i.e., associated with higher levels of depression), while the opposite, selfcompassion, was associated with fewer symptoms of depression (p. 16). Thus, this pattern of
self-criticism and its association with depression, anxiety, and negative feelings is in line with
previous research in this field. Further, it may be that self-criticism coping acts as part of a
negative feedback loop to maintain depression and anxiety symptoms in this Arab-Canadian
immigrant sample.
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Although research suggests that self-criticism is common amongst people who
experience depression and anxiety (Yamaguchi et al., 2013; Kannan & Levitt, 2013), for the
present sample, it may also be that self-criticism is embedded in participants’ sense of self. That
is, according to Markus and Kitayama (1997), self-criticism is common in people from
collectivist cultures. In collectivist cultures, self-criticism is believed to be helpful in that it
allows members to “obtain information vital to maintaining and supporting the group” (Change
& Asakawa, 2003, p. 570). That is, in this population, it may be that one becomes self-critical in
response to making a decision that does not align with collectivist values. Although self-criticism
can be adaptive in that it maintains group harmony (a collectivist value), it can also be
maladaptive, potentially serving to maintain depression and anxiety in this sample.
Next, as predicted, avoidance coping was associated with depression, anxiety, and PTSD.
Avoidance coping is described as the “cognitive and behavioral efforts oriented toward denying,
minimizing, or otherwise avoiding dealing directly with stressful demands and is closely linked
to distress and depression” (Holahan et al., 2005, p. 2). The avoidance coping factor in the
present study included both denial (cognitive avoidance) and substance use (behavioural
avoidance) as a means of coping with stress. Previous longitudinal research with the American
general population has demonstrated that baseline avoidance coping was associated with higher
depression symptoms at 10 year follow up (Holahan et al., 2005). Researchers also found that
this relationship was mediated by “stressful life events” such as being fired from a job or
encountering a serious interpersonal conflict, which were assessed at the 4-year time point. That
is, the researchers contend that avoidance coping is a potential risk factor for depression because
it may cause a person to experience additional stressful life events, which in turn cause more
feelings of depression (Holahan et al., 2005).
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In their longitudinal study of avoidance coping and its role in anxiety symptoms in a
group of American university students, Grant et al. (2013) reported a bidirectional relationship
between avoidance coping and anxiety over time. These results suggest that people use
avoidance to cope with anxiety and that avoidance coping maintains anxiety symptoms over
time. Similar results emerged in a longitudinal study of American veterans with PTSD. That is,
in this population, higher levels of avoidance coping at time 1 were predictive of higher levels of
PTSD at time 2 which in turn predicted higher levels of avoidance coping at time 3 (Badour et
al., 2012). These results too suggest that avoidance maintains PTSD symptoms. Overall, it
appears that avoidance coping, although it provides temporary relief for mental illness
symptoms, may actually maintain or exacerbate these symptoms. For the present study, it might
be that those who engage in avoidance coping (e.g., denying being in financial distress) may in
turn experience stressful life events (e.g., foreclosure on home), which may further exacerbate
their mental illness symptoms.
Another consideration for this finding is that avoidance is a collectivist value, whereby
“withholding” a response to a stressor is thought to be mature and is seen as a demonstration of
self-control. Whereas avoidance is thought to be maladaptive in individualistic societies, it is
thought of as adaptive in the collectivist view, as avoidance can maintain harmony within
groups. In the collectivist perspective, avoidance prevents problems from worsening (Yi, 2018),
which is opposite to the individualist perspective on avoidance. In other collectivist samples,
factor analyses on coping measures often resulted in the finding of avoidance as a coping factor
(e.g., Heppner et al., 2008; Kuo et al., 2006), similar to the present study. However, the use of
avoidance as a coping strategy for Arab immigrants is understudied. Although Arabs are
collectivists, one cannot assume that avoidance is either a maladaptive or an adaptive coping
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strategy for this population. In the present study, avoidance coping (specifically denial and
substance use) was related to mental illness symptoms, which is a finding more closely aligned
with the individualistic perspective of avoidance. Thus, avoidance, although it may maintain
harmony and demonstrate self-control, may also serve to maintain or worsen mental illness
symptoms in this Arab immigrant sample.
Another key finding was that, as hypothesized, trait resilience was positively related to
flourishing, and negatively related to negative emotions and depression. In the present study,
resilience was measured as a trait, which was statistically related to well-being outcomes. Recall
that trait resilience includes “personal qualities that enable one to thrive in the face of adversity”
and which “vary with context, time, age, gender, and cultural origin, as well as within an
individual subjected to different life circumstances” (Connor & Davidson, 2003, p. 76). Thus, the
results are consistent with a meta-analysis of the 60 studies with participants from across the
world addressing the relation between trait resilience and well-being outcomes and symptoms of
mental illness; that is, trait resilience was associated with lower levels of psychopathology
symptoms and higher levels of life satisfaction and positive affect (Hu et al., 2015). Consistent
with these findings, the results of the present study suggest that trait resilience may be viewed as
a potentially important protective factor for the mental health of Arab immigrants.
Trait resilience might be protective for several mental illness and well-being outcomes
because it is thought to be a stable, whereas other protective factors identified may not be stable
(Hu et al., 2015). Additionally, trait resilience is often high in samples who have experienced
high levels of adversity. That is, in a meta-analysis of trait resilience studies, Hu et al. (2015)
found that level of adversity moderated the relationship between trait resilience and mental
health, with those experiencing higher levels of adversity reporting higher levels of trait
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resilience. Connor and Davidson (2003) and Luthar and Cicchetti (2000) also posited that
although everyone has different degrees of trait resilience, these characteristics are most
manifested when individuals are faced with difficulties. Thus, it could be that the participants in
the present sample were facing high levels of adversity at the time of the study and thus their trait
resilience characteristics might have been elevated. That is, participants reported experiencing on
average of 5 traumas in their life and endorsed experiencing an average of 11 post migration
living difficulties at the time of the current study.
Results of another meta-analysis of studies from participants from across the world
assessing trait resilience and its association with the big Five personality factors found that trait
resilience could be conceptualized as a personality characteristic such that a person has low
neuroticism, high extraversion, and high conscientiousness (Oshio et al., 2018), all of which have
been associated with positive well-being (higher satisfaction with life and positive affect and less
negative affect) in previous research (Anglim & Grant, 2016). Along these lines, Diener et al.
(1999) believes that one of the strongest predictors of well-being is personality. Thus, it follows
that trait resilience (thought to be a mixture of including low neuroticism, high extraversion, and
high conscientiousness) was a protective factor for both well-being and mental illness outcomes.
The qualitative component of the present study helped elucidate how trait resilience may
act as a protective factor for Arab immigrants. Several participants, when asked to reflect on how
adversities they faced as immigrants affected their mental health and well-being, made mention
of various aspects of trait resilience in describing their mental health and well-being. They
described their flexibility and adaptability to new and challenging circumstances and their ability
to accept and cope with stressors they faced and to remain hopeful despite adversity. Many
participants also described often feeling hopeful and seeing the silver lining in the hardships they
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have faced. Similar results emerged from Rashid (2011) in her qualitative study of female Arab
immigrants to Canada. In this study, the resilience participants described was the ability to
surpass challenges they faced, learn from those challenges, and remain hopeful for the future.
Therefore, it may be that those who experience adversity and who have high levels of trait
resilience are able to look forward to the learning and growth opportunities that each challenge
brings.
A specific post-migration living difficulty, “immigration problems,” was also associated
with higher levels of depression and anxiety in the present sample. “Immigration problems” in
the present study included uncertainty about residence permit, fear of being sent away (from
Canada), and uncertainty about the future. Participants in the present study had been living in
Canada on average for 14.5 years. At the time of the study, 84% were Canadian citizens, 12%
were permanent residents, and 3% were refugees. Previous research has demonstrated that
amongst Arab asylum seekers, immigration problems were associated with higher levels of
depression and anxiety (Laban et al., 2005). However, the present study demonstrates that these
immigration concerns may remain many years past obtaining Canadian citizenship. Although
this finding may seem counterintuitive on the surface, there is some historical precedence that
may be relevant. That is, both Japanese American and Japanese Canadian citizens were placed in
imprisonment camps during World War II (Marsh, 2012). Thus, historically, in North America,
there have been times where American and Canadian citizens’ rights have been taken from them
due to their country of origin. Further, the qualitative findings from the present study suggest that
some participants, despite being born in certain Arab countries, were discriminated against and
given fewer rights compared to other natives of that Arab country due to their ancestry. In turn,
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these historical and personal experiences may lead Arab immigrants to continue to feel worried
about their residence in Canada.
Another interesting finding was that levels of Arab orientation or Canadian acculturation
were not associated with well-being or mental illness in the present sample. Past research has
been inconclusive regarding whether higher levels of native or host acculturation (and whether
specific acculturation statuses) are risk or protective factors for immigrant populations. That is,
some studies have reported that the integrated acculturation status (high levels of both native
orientation and host acculturation) act as a protective factor, while the marginalized acculturation
status (low level of both native orientation and host country acculturation) acts as a risk factor for
psychological well-being for immigrants from different countries of origin (i.e., Behrens et al.,
2015; Berry, 1997; Castro, 2003). On the other hand, other researchers have reported that the
separation (lower levels of host country acculturation and higher levels of native country
orientation) is protective for Arab immigrants to the USA because it fosters social, emotional,
and instrumental support from others in their ethnic community, which in turn improves their
mental health and well-being (Khawaja, 2016).
In the present study, on average, participants rated themselves to be 6.7 out of a 9-point
scale with respect to Canadian acculturation. Similarly, participants rated themselves on average
to be 6.5 out of 9 for Arab cultural orientation. Higher levels of Canadian acculturation were
associated with higher levels of flourishing, higher satisfaction with life, and higher levels of
positive emotions (at the correlation level). However, Arab cultural orientation was not
associated with any well-being or mental illness dependent variables. These quantitative findings
can be further elucidated by the qualitative findings from the present study. Different aspects of
“culture shock” were described in the qualitative component of the study as affecting

186

187
participants’ mood and well-being. Participants described many aspects of culture shock, ranging
from differences in daily routines, interests, food availability and preferences, and moving to
cities that were less lively than their hometowns. Participants’ description of culture shock aligns
closely with the construct of “acculturative stress,” which are stressors that emerge due to the
acculturation process (Berry, 2006). That is, acculturative stress (or culture shock) is one type of
response to the acculturation process (Berry, 2006). Specifically, a person may experience
acculturative stress if a stressor emerges in the process of acculturation (i.e., when one’s culture
of origin collides with the culture one is now immersed in) which a person considers to be
stressful but manageable, including difficulty speaking the host country language, feeling
uncomfortable around people who speak the dominant language, and difficulty fitting in.
Immigrants may choose to cope with acculturative stressors in different ways based on their
preferred coping strategies, and immediate and long-term outcomes can be variable (Berry,
2006).
Along these lines, acculturative stressors (aspects of culture shock) can be both positive
and negative (Berry, 2006). The qualitative component of this study also aligns with this
paradigm, as participants described both positive (Canadians are accepting, Canada is
multicultural, Canada providing a stable lifestyle) and negative (discrimination, weather
challenges) aspects of the acculturation process. Thus, for the present sample, it may be that the
stressors participants faced in the acculturation process were manageable and perhaps their
coping strategies were adequate in managing these stressors, and thus no association existed
between Arab cultural orientation or Canadian acculturation and mental illness outcomes. It may
also be that acculturation level or acculturation status are not directly related to mental health
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outcomes and may be mediated by acculturative stressors and also moderated by coping
resources of each individual (Berry, 2006).
Objective 2: Acculturation and Coping
The second objective of the study was to examine the relation between acculturation and
coping in Arab-Canadian immigrants. Key figures in coping (i.e., Lazarus & Folkman, 1984;
Heppner et al., 2014) concur that a person’s culture, values, and customs influence the coping
process. Additionally, Heppner et al. (2014)’s model of stress and coping (Cultural and
Contextual Model of Coping) emphasizes that coping occurs within a cultural perspective. That
is, individuals consider their cultural experiences when evaluating the demands of the stressor
and the resources available to cope with the stressor. Further, they discuss that culture has a
primary influence on how people cope with stressors. That is, culture may help a person
determine which coping strategies to use and help decide which institutions or resources a person
may contact to cope with stress. These theoretical underpinnings were generally supported in the
present study. That is, regression results indicated that higher levels of Canadian acculturation
were predictive of higher levels of engagement coping. These results align with previous cross
cultural research conducted in Canada suggesting persons with more individualistic values often
use engagement coping strategies (e.g., Kuo, 2006), which include primary control (i.e., relying
on oneself, taking direct action and changing the stressor; Folkman & Moskowitz, 2004; Kuo,
2011). In addition, higher levels of an Arab cultural orientation were predictive of higher levels
of collective coping. These results are also in line with past literature that suggests persons with
collectivist values often gravitate to using culture-specific coping strategies including collective
coping (i.e., reaching out for social support from family members or friends of the same culture;
Kuo, 2013). However, past research in this realm has been conducted with Asian-Canadians. The
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present results suggest that previous findings can be expanded to other collectivistic groups, such
as Arabs. Further, a higher degree of religiosity also predicted higher levels of collective coping.
Although collective coping does not explicitly address religious aspects of coping, it may be that
participants with higher levels of an Arab cultural orientation were more religious and in turn,
more often turned to religious leaders to cope with stressors.
The qualitative results from the present study may further elucidate categories of coping
strategies that Arab Canadians often use. In this sample of 11 Arab immigrants, participants
reported using a range of both engagement and collective coping strategies. With respect to
engagement (or individualistic) coping, participants described using cognitive restructuring,
distraction, and planning as ways of coping with stressful situations. Collective coping strategies,
including receiving emotional support from others, were also utilized. Although participants
were not chosen based on their level of Canadian acculturation or Arab cultural orientation, these
results complement the previous results in that Arabs choose to use both engagement and
collective types of coping.
Additional Points of Discussion
The present study conceptualized mental health using the Two Continua Model, whereby
mental health consists of both mental illness and well-being (Keyes, 2005). Based on this model,
it is possible to have positive well-being while diagnosed with a psychological disorder and it is
possible to have poor mental health and well-being without a diagnosed psychological disorder
(CMHA, 2018). The results of the present study are in line with the Two Continua Model. On
average, participants in the current sample exhibited clinical levels of both depression and
anxiety, while their flourishing, life satisfaction, positive and negative emotions scores (which
were normed on American adults) were in the average range for the measures used. Thus,
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although certain aspects of being an Arab-Canadian immigrant (e.g., high number of traumas)
were related to high levels of mental illness symptoms, participants still reported adequate wellbeing, suggesting that it is possible to have positive well-being while having high levels of
mental illness in this Arab-Canadian immigrant sample.
The present study also examined the coping strategies that Arab immigrants use by
conducting an exploratory factor analysis on the Brief-COPE (Carver et al., 1999) data collected.
The results yielded five coping factors: proactive reflective coping (active, positive reframing,
planning, humour, and acceptance types of coping), support from others (instrumental and/or
emotional support from friends and family members), self-criticism, avoidance (denial and
substance use), and religious coping. Two factors that emerged in the present study were similar
to those of the original Brief-COPE (i.e., religious coping and self-criticism coping). This
suggests that Arab-Canadian immigrants are similar to American adults in the use of these
coping strategies. Additionally, for the Arab immigrants in this sample, “avoidance” coping
comprised of both denial (cognitive avoidance) and substance use (behavioural avoidance),
whereas these factors were separate in the original Brief-COPE sample. This suggests that Arab
immigrants use denial and substance use concurrently to avoid problems, whereas Americans use
these coping strategies separately from each other, possibly based on the context of the stressor.
Similarly, for the present study, support from others coping was comprised of both emotional
and instrumental support, which suggests that if Arab immigrants use this coping strategy, they
might access both emotional and instrumental support from others concurrently to cope, whereas
Americans may choose to use these strategies separately from each other. Finally, items that
were included in the original Brief COPE and which did not load onto the present study’s factors
included those related to self-distraction and venting. These results suggest that Arab-Canadian
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immigrants may not often use distraction or venting as a means of coping with stressors. Overall,
given that this study is one of the first to quantitatively examine coping amongst Arab
immigrants, it will be important for future research to replicate and/or further explore preferred
coping strategies in this population to further explain why specific coping strategies are used
independently or simultaneously in this population.
Another finding related to coping amongst Arab immigrants was in the realm of the
Cross-Cultural Coping Scale (CCCS; Kuo et al., 2006). That is, both avoidance and engagement
coping, and avoidance and collective coping, were positively correlated with each other, which is
a similar finding to the Kuo et al. (2006) study with this measure with Asian-Canadian
immigrant students. These results suggest that it is possible to both avoid a problem and engage
with a problem. Similarly, it is possible to avoid a problem and use collective coping. That is,
these coping strategies are not mutually exclusive. Additionally, given that engagement coping
was associated with higher levels of Canadian acculturation and collective coping was associated
with higher levels of Arab cultural orientation, it may be that avoidance coping may serve a
different function for both Arab and Canadian cultures.
Strengths of the Present Study
The present study had several strengths, including its Arab-Canadian immigrant sample,
its focus on both well-being and mental illness, its wide inclusion criteria, and its mixed methods
approach. Additional strengths include the use of path analysis to identify unique and common
risk and protective factors for mental health of Arab-Canadian immigrants. Last, this study
explored the relation between acculturation and coping in Arab-Canadian immigrants, which is
an understudied research area.
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First, this study addressed the Arab-Canadian immigrant perspective for both risk and
protective factors for mental health, and the relation between acculturation and coping. This
research adds to a small body of literature in Canada addressing the mental health outcomes of
Arab immigrants. This is an important contribution, as the majority of studies that have been
published address the mental health of Arab immigrants have been about Arab-American
immigrants. However, Canadian researchers cannot assume that Arab-Canadian immigrants have
similar experiences to Arab-American immigrants given that the two countries have had different
perspectives and policies on multiculturalism and immigration since the 1980s (Carlier, 2017).
Given that Canada and the United States differ in several ways, it was important to give voice to
the Arab-Canadian perspective.
The present study is also a novel contribution to the Arab immigrant literature given that
the majority of studies with this population have reported on only one aspect of mental health
(i.e., degree of mental illness symptoms). It is important to also study overall well-being, as this
provides a more holistic representations of mental health functioning rather than symptoms of
psychopathology alone (Westerhof & Keyes, 2010; Keyes, 2005). Specifically, one well-being
outcome, flourishing, has not often been examined in the Arab immigrant literature, and this
study added to the literature by examining the correlates of flourishing in Arab Canadian
immigrants.
Another strength of the study was its use of the mixed method approach to better understand
mental health and coping in Arab-Canadian immigrants. According to Kira et al. (2014), there is
a need to study Arab immigrants using a mixed method approach to gain a better understanding
of the functioning and needs of Arab samples. The qualitative data allowed me to explore risk

192

193
and protective factors and coping strategies in Arab immigrants more fully and capture more
nuanced reasons for positive or negative mental health outcomes in Arab immigrants.
Along these lines, because the existing body of Arab-Canadian immigrant research is
small, another important strength of the present study was its broad inclusion criteria.
Participants were 1st or 1.5 generation Arab immigrants from any of the 22 countries in the Arab
League of States with no minimum or maximum regarding the number of years they lived in
Canada. Participants included several different classes of immigrants – family class, economic,
refugees, or asylum seekers. The broad inclusion criteria allowed different perspectives and life
stories to be included in research, whereas the majority of existing studies have focused on only
Iraqi, Syrian, and refugee populations who recently immigrated to Canada or the USA (e.g.,
Wright et al., 2016; Lemaster et al., 2017). Another strength of the present study was that almost
60% of the participants were recruited from the community, and 40% were recruited from an
undergraduate participant pool. That the study included many participants from the community
strengthens the generalizability of its findings (Kukull & Ganguli, 2012).
With respect to data analysis, I synthesized a large number of risk and protective factors
into two path models to identify the most salient potential risk and protective factors amongst a
great number of previously documented risk and protective factors. Further, the use of path
analysis (rather than linear regression alone) was an additional strength, given that the path
models provided more realistic representations of mental health outcomes, as these outcomes
often co-exist. Additionally, the path model results add to the Arab immigrant literature by
identifying potential unique and common risk and protective factors for mental illness and wellbeing in this population.
I also investigated the relation between acculturation and preferred coping strategies in
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Arab-Canadian immigrants. This study adds to both the Arab immigrant and coping literature
because few studies have examined coping strategies with Arab immigrants, as most studies on
coping strategies and their relation to acculturation have been conducted with participants from
Asian and African cultures (Kuo, 2013). This information is valuable because researchers can
begin to identify possible coping correlates associated with positive adaptation post-migration
for Arab immigrants. Additionally, the few studies that do exist that address the use of coping
strategies in Arab populations are most often qualitative studies. Thus, an additional strength for
the present study was that it provided both a quantitative and a qualitative glimpse into the
coping strategies that this population might use.
Limitations of the Present Study
While the study had many strengths, it also had several limitations. First, time restraints
required that this study be cross sectional in nature. Therefore, the results of the present study are
correlational and cannot infer causality. That is, I did not know immigrants’ pre-migration
mental health functioning. Therefore, it is unclear whether certain risk and protective factors
caused immigrants to develop adequate or adverse well-being or mental illness or whether
participants had pre-existing mental health conditions or poor baseline well-being. Another
limitation of the present study is that it did not include a measure assessing acculturative stress,
which was a common risk factor that was discussed in the qualitative component of the study.
Thus, it may be that at least one key risk/protective factor had been excluded from this study.
Next, given the large number of potential risk and protective factors included in the
present study, I built the regression models to include risk and protective factors that were
significantly correlated with specific outcome variables. This was necessary because I did not
have enough power to include all the variables in the regression that had previously been

194

195
associated with certain well-being and mental illness outcomes. Thus, due to the nature of how
regressions were built (based on significant correlations) it is possible that some significant
effects are spurious, and the results should be interpreted with caution. Additionally, due to the
scope of the study, I did not hypothesize specific interactions or mediations; however, it is likely
that many of the risk and protective factors (e.g., age, specific coping strategies) may mediate or
moderate mental health outcomes.
Last, although both community and university undergraduate students participated in the
study, the results may not be fully generalizable to the greater Canadian community for several
reasons. First, the majority of the participants were recruited from the Windsor-Essex area, rather
than province- or nationwide. Windsorites represent a unique group of Arab-Canadian
immigrants, as many may have strong social support networks in the city as well as across the
border in Michigan. Windsor is also a highly multicultural city with a large Arab population
(Statistics Canada, 2016.). Thus, the post migration experience of a Windsorite may be different
from other Arab-Canadians, especially if they live in predominantly Caucasian communities.
Additionally, although Arabic measures were available to participants, no participant opted to
utilize them. This suggests that much of the sample had adequate English language skills, which
suggests that a select group of Arab immigrants chose to participate in the study. The locations
where Arab immigrants in the community were recruited also suggest that my sample is a select
subsample of Arab immigrants. That is, participants were often recruited at local malls and in
different University of Windsor buildings. This suggests that perhaps the Arab immigrants in my
study may be already functioning relatively well in the Canadian society if they are able to shop
and pursue higher education. Along these lines, participants who agreed to participate in the
study were a group of participants who were comfortable with (and trusting enough) to engage in

195

196
research with me. Similar limitations regarding generalizability of the data are applicable for the
qualitative findings. That is, the majority of qualitative participants were in the “high” well-being
group, suggesting that their responses originated from a perspective of high levels of well-being,
which in turn may bias their responses. These limitations can be used to inform future research.
Recommendations for Future Research
The Arab-Canadian research landscape would benefit from additional research that is
longitudinal in nature. Although longitudinal studies in this realm do exist (e.g., Aroian et al.,
2017; Lemaster et al., 2018), future researchers may choose to study potential risk and protective
factors that emerged from the present study (e.g., socioeconomic problems, avoidance coping,
self-criticism coping) to determine whether these factors remain significant in a longitudinal
model. Further, longitudinal results could infer causality and would solidify whether certain
factors identified in the present study are true “risk” and/or “protective” factors for mental health
in this population. In addition, longitudinal research would also allow for resilience outcomes to
be measured as a process and outcome and to better assess possible mechanisms of change in the
resilience process, which are best practices in this field (Masten, 2014). Similarly, now that a
broad scope of Arab immigrants has been addressed (i.e., immigrants from the Arab League of
States, all immigration class categories), future researchers may choose to see if the present
study’s findings hold true for specific subsamples of Arab immigrants (e.g., those from a certain
country of origin, had lived in Canada for a certain number of years, specific immigration
category).
Next, future research would benefit from larger samples of Arab-Canadian immigrants in
order to build more complex path or latent variable models, as these may better represent the
effects that risk and protective factors have on each other and on mental health outcomes.
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Similarly, it will be important for future researchers to recruit more widely across the province
and country so that the study results will be more generalizable to a wider range of ArabCanadian immigrants. Additionally, future research may choose to take a latent variable
approach now that a path analysis has been conducted for the well-being and mental illness
variables independently. This may include creating “well-being” and “mental illness” constructs
or further dividing well-being into psychological well-being (flourishing) and subjective wellbeing (positive and negative emotions, life satisfaction).
Based on the qualitative findings from the present study, future research should include a
measure of acculturative stress and investigate whether acculturative stress (rather than level of
acculturation) is predictive for mental health outcomes. Another key avenue to pursue might be
to hypothesize how mediators and moderators might be associated with mental health outcomes.
Notably, coping is often considered to be a mediator between the association between stress (risk
factors) and mental health outcomes.
Implications
The study results suggest that Arab immigrants have a range of mental health outcomes
and their mental health outcomes are associated with a variety of demographic and individual
level factors including socioeconomic problems, age at immigration, English language skills,
preferred coping strategies (support from others coping, avoidance coping, self-criticism coping,
proactive reflective coping), and trait resilience. These results have several implications for
policy and practice. First, given that immigrants with trauma histories are at high risk for mental
health problems, these results can support Canada’s goal to successfully integrate immigrants
into Canadian society (Carlier, 2017) by informing policy makers of key risk and protective
factors in this group. While some demographic risk factors that emerged (such as younger age at

197

198
immigration) are fixed and cannot necessarily be targeted for intervention, policy makers can
identify the types of support younger immigrants need and create additional resources for this
population (e.g., group therapy, one on one mentoring from another successful Arab immigrant)
to foster their resilience outcomes. Other demographic risk factors, such as English language
skills and socioeconomic problems should continue to be addressed through governmental
programs that help immigrants learn English and obtain work, as these could continue to foster
positive mental health outcomes for Arab Canadian immigrants. Finally, given that mental health
concerns were not associated with time spent living in Canada, it is important for policy makers
to advocate for the availability of mental health services for this population for many years postmigration.
With respect to clinical implications, a logical first step would be to use the results of the
present study to raise awareness with Arab Canadians about the mental health of Arab
immigrants in Canada. Normalization of mental health concerns may alleviate the stigma
associated with mental health problems in this population (Dardas & Simmons, 2015). In turn,
Arab immigrants may be more open to accessing mental health services. By improving the
quality of life of adult immigrants, these individuals will be empowered to provide better care
and advocacy for themselves and their relatives. If immigrants are better able to cope with their
symptoms, they are less likely to require costly interventions later on.
With respect to clinical implications for multicultural counselling, the results may be used to
inform the modification of evidence-based therapies by adding culturally relevant modules,
which may include addressing self-criticism and fostering self-compassion, understanding the
role of avoidance in maintaining mental illness symptoms while also maintaining group
harmony, and fostering opportunities for immigrants to obtain support from others in order to
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promote the increase of positive emotions. More specifically, it is important for clinicans to be
aware that the impact of discrimination that Arab immigrants experienced post 9/11 can persist
for many years past 9/11, as was noted in the qualitative results. Related to this point is that it
will be important for clinicians to continue to be mindful in not invalidating immigrants’
experiences of discrimination through challenging the “rationality” or “validity” of the
discrimination that they may report. Additionally, should Arab immigrants present for
counselling, therapists can expect that they have experienced several traumas and that this would
be considered somewhat “normal” for Arab immigrants. Along these lines, Arab immigrants may
not be aware of how these traumas may affect their mental health, given the high frequency of
trauma (and relative “normalcy” of experiencing high levels of trauma) in this population.
Clinicians should be prepared to assess whether traumatic stress is part of the client’s clinical
presentation and to use evidence based treatments for treating these symptoms.
Concluding Remarks
To conclude, the results of this study demonstrated that there exist both demographic
(e.g., gender, age of arrival to Canada, socioeconomic problems) and individual level factors
(e.g., trauma, self-criticism coping, avoidance coping, support from others coping, trait
resilience) that are associated with the well-being and mental illness outcomes of Arab-Canadian
immigrants to Canada. Further, Arab cultural orientation was positively associated with
collective coping, whereas higher levels of Canadian acculturation were associated with higher
levels of engagement coping. These results have implications for Canadian immigration policy,
clinical practice with Arab Canadian immigrants, and future research.

199

200
REFERENCES
Abdel-Khalek, A. M. (2012). Associations between religiosity, mental health, and subjective
well-being among Arabic samples from Egypt and Kuwait. Mental Health, Religion &
Culture, 15(8), 741-758. https://doi-org/10.1080/13674676.2011.624502
Abuelezam, N., & El-Sayed, A. (2018). Objective and subjective poor mental health indicators
among Arab Americans in Michigan: A population-based study. Ethnicity &
Health(2018), 1-10. https://doi.org/10.1080/13557858.2018.1494822
Abu-Laban, B. (1980). An olive branch on the family tree: The Arabs in Canada. Toronto, ON:
McClelland and Stewart.
Agenor, C., Conner, N., & Aroian, K. (2017). Flourishing: An evolutionary concept analysis.
Issues in Mental Health Nursing, 38(11), 915-923.
https://doi.org/10.1080/01612840.2017.1355945
Ajrouch, K. (2007). Health disparities and Arab‐American elders: Does intergenerational support
buffer the inequality–health link? Journal of Social Issues, 63(4), 745-758.
https://doi.org/10.1080/15427600701853798
Alegría, M., Sribney, W., Woo, M., Torres, M., & Guarnaccia, P. (2007). Looking beyond
nativity: The relation of age of immigration, length of residence, and birth cohorts to the
risk of onset of psychiatric disorders for Latinos. Research in Human Development, 4(1),
19-47. https://dx.doi.org/10.1080%2F15427600701480980
Amer, M. (2005). Arab American mental health in the post September 11 era: Acculturation,
stress, and coping. Unpublished dissertation. Retrieved from http://utdr.utoledo.edu/thesesdissertations/1403
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders
(5th ed.). Arlington, VA: American Psychiatric Publishing.
Anglim, J., & Grant, S. (2016). Predicting psychological and subjective well-being from
personality: Incremental prediction from 30 facets over the Big 5. Journal of Happiness
Studies, 17, 59-80. https://dx.doi.org/10.1007/s10902-014- 9583-7
Aragona, M., & Pucci, D. (2012). Post-migration living difficulties as a significant risk factor for
PTSD in immigrants: A primary care study. Italian Journal of Public Health, 9(3), 1–8.
http://doi.org/10.2427/7525
Argyle, M. (1999). Causes and correlates of happiness. In D. Kahneman, E. Diener, & N.
Schwarz (Eds.), Well-being: The foundations of hedonic psychology (p. 353–373). New
York, NY: Russell Sage Foundation.

200

201
Arnetz, J., Rofa, Y., Arnetz, B., Ventimiglia, M., & Jamil, H. (2013). Resilience as a protective
factor against the development of psychopathology among refugees. The Journal of
Nervous and Mental Disease, 201(3), 167-172.
https://doi.org/10.1097/NMD.0b013e3182848afe
Aroian, K., Uddin, N., & Blbas, H. (2017). Longitudinal study of stress, social support, and
depression in married Arab immigrant women. Health Care for Women
International, 38(2), 100-117. https://doi.org/10.1080/07399332.2016.1253698
Auerbach, R. P., Abela, J. R. Z., Zhu, X. Z., & Yao, S. Q. (2010). Understanding the role of
coping in the development of depressive symptoms: Symptom specificity, gender
differences, and cross-cultural applicability. British Journal of Clinical Psychology, 49,
547–561. https://doi.org/10.1348/014466509x479681
Awad, G. H., Kia-Keating, M., & Amer, M. M. (2019). A model of cumulative racial–ethnic
trauma among Americans of Middle Eastern and North African (MENA)
descent. American Psychologist, 74(1), 76-87. http://dx.doi.org/10.1037/amp0000344
Badour, C., Blonigen, B., Boden, M., Felderner, N., & Bonn-Miller, N. (2012). A longitudinal
test of the bi-directional relations between avoidance coping and PTSD severity during
and after PTSD treatment. Behaviour Research and Therapy, 50(10), 610–616.
https://doi.org/10.1016/j.brat.2012.06.006
Becchetti, L., Corrado, L., & Rossetti, F. (2008). Easterlin-types and frustrated achievers: The
heterogeneous effects of income changes on life satisfaction. Retrieved from
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=1212802
Behrens, K., Del Pozo, M., Grobhennig, A., Sieberer, M., & Graef-Calliess, I. (2015). How
much orientation towards the host culture is healthy? Acculturation style as risk
enhancement for depressive symptoms in immigrants. International Journal of Social
Psychiatry, 61(5), 498-505. https://doi.org/10.1177/0020764014560356
Beitin, B. K., & Aprahamian, M. (2014). Family values and traditions. In S. C. NassarMcMillan, K. J. Ajrouch, K. J., & J. Hakim-Larson, J. (Eds). Biopsychosocial
perspectives on Arab Americans: Culture, development, and health. New York, NY:
Springer.
Berry, J. W. (1997). Immigration, acculturation and adaptation. Applied Psychology, 46, 5–68.
https://doi.org/10.1111/j.1464-0597.1997.tb01087.x
Berry, J. W. (2002). Conceptual approaches to acculturation. In K.M. Chun, P. B. Organista, &
G. Marin (Eds.), Acculturation: Advances in theory, measurement and applied research
(pp. 17–38). Washington, DC: American Psychological Association Press.
Berry, J. (2006). Acculturative stress. In P. Wong & C. J. Wong (Eds.) Handbook of
Multicultural Perspectives on Stress and Coping (pp. 287–298). Boston, MA: Springer.
201

202

Berry, J. W. (2009). A critique of critical acculturation. International Journal of Intercultural
Relations, 33, 361–371. https://doi.org/10.1016/j.ijintrel.2009.06.003
Block, J., & Kremen, A. M. (1996). IQ and ego-resiliency: Conceptual and empirical
connections and separateness. Journal of Personality and Social Psychology, 70, 349–
361. https://psycnet.apa.org/doi/10.1037/0022-3514.70.2.349
Boswall, K. & Al Akash, R. (2015). Personal perspectives of protracted displacement: An
ethnographic insight into the isolation and coping mechanisms of Syrian women and girls
living as urban refugees in northern Jordan. Intervention, 13(3), 203 – 215.
Briere, J., Agee, E., & Dietrich, A. (2016). Cumulative trauma and current posttraumatic stress
disorder status in general population and inmate samples. Psychological Trauma, 8(4),
439-446. https://doi.org/10.1037/tra0000107
Brislin, R. W. (1986). The wording and translation of research instruments. In W. J. Lonner & J.
W. Berry (Eds.), Cross-cultural research and methodology series, Field methods in
cross-cultural research (pp. 137-164). Thousand Oaks, CA: Sage Publications.
Campbell-Sills, L., & Stein, M. B. (2007). Psychometric analysis and refinement of the ConnorDavidson Resilience Scale (CD-RISC): Validation of a 10-item measure of resilience.
Journal of Traumatic Stress, 20(6), 1019-1028. https://doi.org/10.1002/jts.20271
Canadian Council for Refugees. (2010). Refugees and immigrants: A glossary. Retrieved from
https://ccrweb.ca/en/glossary
Canadian Mental Health Association. (2018). Positive mental health and well-being. Retrieved
from https://ontario.cmha.ca/documents/positive-mental-health-and-well-being/
Carlier, M. (2017). Explaining differences in the Canadian and American response to the Syrian
refugee crisis. Virginia Policy Review, 9, 56-74.
Carver, C. S. (1997). You want to measure coping but your protocol’s too long: Consider the
Brief COPE. International Journal of Behavioral Medicine, 4, 92– 100.
https://doi.org/10.1207/s15327558ijbm0401_6
Castro, V. S. (2003). Acculturation and psychological adaptation. Westport, CT: Greenwood.
Causadias, J. (2013). A roadmap for the integration of culture into developmental
psychopathology. Development and Psychopathology, 25, 1375-1398.
https://doi.org/10.1017/s0954579413000679
Chaaya, M., Sibai, A., Fayad, R., & El-Roueiheb, Z. (2007). Religiosity and depression in older

202

203
people: Evidence from underprivileged refugee and non-refugee communities in
Lebanon. Aging & Mental Health, 11(1), 37-44.
https://doi.org/10.1080/13607860600735812
Cheung, F., & Lucas, R. E. (2015). When does money matter most? Examining the association
between income and life satisfaction over the life course. Psychology and Aging, 30(1),
120–135. https://doi.org/10.1037/a0038682
Cicchetti, D. & Toth, S. L. (2009). The past achievements and future promises of developmental
psychopathology: the coming of age of a discipline. Journal of Child Psychology and
Psychiatry, 50, 16-25. doi:10.1111/j.1469-7610.2008.01979.x
Cicchetti, D. (2015). Developmental psychopathology, theory and method. Hoboken, NJ: John
Wiley & Sons.
Cohen, C., Cohen, P., West, S., & Aiken, L. (2003). Applied multiple regression/correlation
analysis for behavioral sciences (3rd ed). Mahwah, NJ: Lawrence Erlbaum Associates.
Compas, B. E., Gruhn, M., & Bettis, A. H. (2017). Risk and resilience in child and adolescent
psychopathology. In T. P. Beauchaine & S. P Hinshaw (Eds), Child and Adolescent
Psychopathology (pp. 362-419). Hoboken, NJ: Wiley.
Connor, K. M., & Davidson, J. R. T. (2003). Development of a new resilience scale: The
Connor–Davidson Resilience Scale (CD-RISC). Depression and Anxiety, 18, 76–82.
https://doi.org/10.1002/da.10113
Creswell, J. (2015). A concise introduction to mixed methods research. Thousand Oaks, CA:
SAGE publications.
Dardas L. A., & Simmons L.A. (2015). The stigma of mental illness in Arab families: A concept
analysis. Journal of Psychiatry Mental Health Nursing, 22(9), 668‐679.
https://doi.org/10.1111/jpm.12237
Derogatis, L. R., Lipman, R. S., Covi, L., Rickels, K., & Uhlenhuth, E. H. (1970). Dimensions of
outpatient neurotic pathology: Comparison of a clinical versus an empirical assessment.
Journal of Consulting and Clinical Psychology, 34(2), 164-171.
https://doi.org/10.1037/h0029030
Diener, E., Emmons, R., Larsen, J., & Griffin, S. (1985). The satisfaction with life scale. Journal
of Personality Assessment, 49, 71–75.
Diener, E., Oishi, S. & Tay, L. Advances in subjective well-being research. (2018). Nature
Human Behavior, 2, 253–260. https://doi.org/10.1038/s41562-018-0307-6
Diener, E., Suh, E. M., Lucas, R. E., & Smith, H. L. (1999). Subjective well-being: Three
decades of progress. Psychological Bulletin, 125(2), 276.
203

204

Diener, E., Wirtz, D., Tov, W, Kim-Prieto, C., Choi, D., Oishi, S., & Biswas-Diener, R. (2010)
New well-being measures: Short scales to assess flourishing and positive and negative
feelings. Social Indicators Research, 97, 143–156. https://doi.org/10.1007/s11205-0099493-y
Diener, E., Wirtz, D., Tov, W., Kim-Prieto, C., Choi. D., Oishi, S., & Biswas-Diener, R. (2009).
New measures of well-being: Flourishing and positive and negative feelings. Social
Indicators Research, 39, 247-266. https://doi.org/10.1111/1467-9280.14461
Faragallah, M., Schumm, W., & Webb, F. (1997). Acculturation of Arab-American immigrants:
An exploratory study. Journal of Comparative Family Studies, 3, 182-203.
Faul, F., Erdfelder, E., Lang, A.-G., & Buchner, A. (2007). G*Power 3: A flexible statistical
power analysis program for the social, behavioral, and biomedical sciences. Behavior
Research Methods, 39(1), 175-191. https://doi.org/10.3758/BF03193146
Faulk, K. E., Gloria, C. T., & Steinhardt, M. A. (2013). Coping profiles characterize individual
flourishing, languishing, and depression. Anxiety, Stress & Coping, 26(4), 378-390.
https://doi.org/10.1080/10615806.2012.708736
Ferguson, C. (2015). Stress and coping among Iraqi refugee men (unpublished Master’s thesis).
California State University: San Marcos, CA.
Field, A. (2009). Discovering statistics using SPSS (3rd ed.). London, England: Sage.
Finklestein, M., Laufer, A., & Solomon, Z. (2012). Coping strategies of Ethiopian immigrants in
Israel: Association with PTSD and dissociation. Scandinavian Journal of Psychology,
53(6), 490-498. https://doi.org/10.1111/j.1467-9450.2012.00972.x
Foa, E., Cashman, L., Jaycox, L., Perry, K., & Butcher, J. N. (1997). The validation of a
self-report measure of posttraumatic stress disorder: The posttraumatic diagnostic
scale. Psychological Assessment, 9(4), 445-451. https://doi/10.1037/1040-3590.9.4.445
Folkman, S. (1997). Positive psychological states and coping with severe stress. Social Science
& Medicine, 45(8), 1207–1221. https://doi.org/10.1016/S0277-9536(97)00040-3
Folkman, S., & Moskowitz, J. T. (2000). Positive affect and the other side of coping. American
Psychologist, 55(6), 647–654.
Folkman, S., & Moskowitz, J. T. (2004). Coping: Pitfalls and promise. Annual Review of
Psychology, 55, 745–774. https://doi.org/10.1146/annurev.psych.55.090902.141456
Frank, K., & Hu, F. Over-education and life satisfaction among immigrant and non-immigrant
workers in Canada. Retrieved from
www150.statcan.gc.ca/n1/pub/11f0019m/11f0019m2017393-eng.htm
204

205

Fredrickson B. L. (2004). The broaden-and-build theory of positive emotions. Philosophical
Transactions of the Royal Society of London. Series B, Biological sciences, 359(1449),
1367–1378. https://doi.org/10.1098/rstb.2004.1512
Freire, C., Ferradás, M. D. M., Valle, A., Núñez, J. C., & Vallejo, G. (2016). Profiles of
psychological well-being and coping strategies among university students. Frontiers in
Psychology, 7(1554), 1-11. https://doi.org/10.3389/fpsyg.2016.01554
Garcia-Coll, C., & Marks, A. (Eds.). (2012). Is becoming an American a developmental risk?
Washington, DC: American Psychological Association.
García, F., Barraza-Peña, E., Wlodarczyk, C., Alvear-Carrasco, G., & Reyes-Reyes, A. (2018).
Psychometric properties of the Brief-COPE for the evaluation of coping strategies in the
Chilean population. Psicologia: Reflexão E Crítica, 31(1), 1-11 https://doi.org
/10.1186/s41155-018-0102-3
Gater, R., Tansella, M., Korten, A., Tiemens, B., Mavreas, & G., Olatawura, O. (1998). Sex
differences in the prevalence and detection of depressive and anxiety disorders in general
health care settings: Report from the world health organization collaborative study on
psychological problems in general health care. Archives of General Psychiatry, 55(5),
405–413. https://doi.org /10.1001/archpsyc.55.5.405
Grant, D., Wingate, L., Rasmussen, K., Davidson, C., Slish, M., Rhoades, A., Mills, A., & Judah,
M. (2005. Stress generation, avoidance coping, and depressive symptoms: A 10-year
model. Journal of Consulting and Clinical Psychology, 73(4), 658–666.
https://doi.org/10.1037/0022-006X.73.4.658.
Greenglass, E. R., & Fiksenbaum, L. (2009). Proactive coping, positive affect, and well-being:
Testing for mediation using path analysis. European Psychologist, 14(1), 29–
39. https://doi.org/10.1027/1016-9040.14.1.29
Hadad, D. (2012). Arab league. In H. K. Anheier & M. Juergensmeyer (Eds.), Encyclopedia of
Global Studies (pp. 78-79). Thousand Oaks, CA: SAGE Publications.
Hadfield, K., Ostrowski, A., & Ungar, M. (2017). What can we expect of the mental health and
well-being of Syrian refugee children and adolescents in Canada? Canadian Psychology,
58(2), 194-201.
Hair, J., Black, W., Babin, B., & Anderson, R. (2012). Multivariate Data Analysis (7th Edition).
Pearson: Boston, MA.
Hakim, N., Molina, L., & Branscombe, N. (2018). How discrimination shapes social
identification processes and well-being among Arab Americans. Social Psychological
and Personality Science, 9(3), 328-337. https://doi.org/10.1177/1948550617742192
205

206
Hakim-Larson, J., & Menna, R. (2016). Acculturation and Enculturation: Ethnic Identity
Socialisation Processes. In M. M. Amer & G. H. Awad, (Eds.) Handbook of Arab American
Psychology. New York, NY: Routledge.
Hamdan, A. (2009). Mental health needs of Arab women. Health Care for Women
International, 30(7), 593–611. https://doi.org/10.1080/07399330902928808
Happer, K., Brown, E. J., & Sharma-Patel, K. (2017). Children’s resilience and trauma-specific
cognitive behavioral therapy: Comparing resilience as an outcome, a trait, and a process.
Child Abuse and Neglect, 73, 30–41. http://doi.org/10.1016/j.chiabu.2017.09.021
Hamdan-Mansour, A., & Shaheen, A. (2015). Correlates of resilience among
university students. European Psychiatry, 30, 74-79. https://doi.org/10.1016/S09249338(15)31485-1
Harb, C., & Smith, P. (2008). Self-construals across cultures: Beyond independenceinterdependence. Journal of Cross-Cultural Psychology, 39(2), 178-197.
https://doi.org/10.1177%2F0022022107313861
Heppner, P. P. (2008). Expanding the conceptualization and measurement of applied problem
solving and coping: From stages to dimensions to the almost forgotten cultural context.
American Psychologist, 68, 805–816. https://doi/10.1037/0003-066X.63.8.805
Heppner, P. P., Heppner, M. J., Lee, D. G., Wang, Y. W., Park, H. J., & Wang, L. F. (2006).
Development and validation of a collectivist coping styles inventory. Journal of
Counseling Psychology, 35, 107–125. https://psycnet.apa.org/doi/10.1037/00220167.53.1.107
Heppner, P. P., Wei, M., Neville, H. A., & Kanagui-Munoz, M. (2012). A cultural and
contextual model of coping. In F. T. L. Leong, L. Comas-Diaz, G. C. Nagayama Hall,
V. C. McLoyd, & J. E. Trimble (Eds.), APA Handbook of Multicultural Psychology,
Applications and Training (pp. 83–106). American Psychological Association.
https://psycnet.apa.org/10.1037/14187-005
Hernandez, D. J., Denton, N. A., Macartney, S., & Blanchard, V. L. (2012). Children in
immigrant families: Demography, policies, and evidence for the immigrant paradox. In C.
Garcia Coll & A Marks (Eds.) The Immigrant Paradox: Is becoming an American a
Developmental Risk? Washington, DC: American Psychological Association.
Hesbacher P. T., Rickels, K., Morris, R. J., Newman, H., & Rosenfeld, H. (1980). Psychiatric
illness in family practice. Journal of Clinical Psychiatry, 41(1), 6–10.
Holahan, C. J., Moos, R. H., Holahan, C. K., Brennan, P. L., & Schutte, K. K. (2005). Stress
generation, avoidance coping, and depressive symptoms: A 10-year model. Journal of
Consulting and Clinical Psychology, 73(4), 658–666. https://doi.org/10.1037/0022006X.73.4.658
206

207

Howells-Wrobel, N., Farrag, H., & Hymes, M. (2009). Acculturative stress and depression in an
elderly Arabic sample. Journal of Cross-Cultural Gerontology, 24(3), 273-290.
https://doi/10.1007/s10823-009-9096-8
Howell, R. T., & Howell, C. J. (2008). The relation of economic status to subjective well-being
in developing countries: A meta-analysis. Psychological Bulletin, 134(4), 536–560.
https://doi.org/10.1037/0033-2909.134.4.536
Hu, L. T., & Bentler, P. M. (1999). Cutoff criteria for fit indexes in covariance structure analysis:
Conventional criteria versus new alternatives. Structural equation modeling, 6(1), 1-55.
https://doi.org/10.1080/10705519909540118
Hu, T., Zhang, D., & Wang, J. (2015). A meta-analysis of the trait resilience and mental
health. Personality and Individual Differences, 76, 18-27.
https://doi/10.1016/j.paid.2014.11.039
Ibrahim, H., Ertl, V., Catani, C., Ismail, A. A., & Neuner, F. (2018). Trauma and perceived
social rejection among Yazidi women and girls who survived enslavement and
genocide. BMC Medicine, 16(1), 154-165. https://doi.org/10.1186/s12916-018-1140-5
Jamil, H., Farrag, M., Hakim-Larson, J., Kafaji, T., Abdulkhaleq, H., & Hammad, A. (2007a).
Mental health symptoms in Iraqi refugees: Posttraumatic stress disorder, anxiety, and
depression. Journal of Cultural Diversity, 14(1), 19-25.
Jamil, H., Nassar-McMillan, S. C., & Lambert, R. G. (2007b). Immigration and attendant
psychological sequelae: A comparison of three waves of Iraqi immigrants. American
Journal of Orthopsychiatry, 77, 199–205. https://doi/10.1037/0002-9432.77.2.199.
Kannan, D., & Levitt, H. M. (2013). A review of client self-criticism in psychotherapy. Journal
of Psychotherapy Integration, 23(2), 166–178. https://doi.org/10.1037/a0032355
Kazour, F., Zahreddine, N. R., Maragel, M. G., Almustafa, M. A., Soufia, M., Haddad, R., &
Richa, S. (2017). Post-traumatic stress disorder in a sample of Syrian refugees in Lebanon.
Comprehensive Psychiatry, 72, 41–47. doi: 10.1016/j.comppsych.2016.09.007
Keshavarzi, S. (2018). Stress, coping, and religiosity among recent Syrian refugees in Canada.
Electronic Theses and Dissertations, 7641. Retrieved from
https://scholar.uwindsor.ca/cgi/viewcontent.cgi?article=8642&context=etd
Kesebir, S., Gu ̈ndog ̆ar, D., Ku ̈c-u ̈ksubas-ı, Y, & Yaylacı, E. (2013). The relation between
affective temperament and resilience in depression: A controlled study. (2013). Journal
of Affective Disorders, 148(2-3), 352–356. https://doi.org/10.1016/j.jad.2012.12.023
Kessler E. M., & Forstmeier, S. (2015). Life span developmental psychopathology. In N.
Pachana (Ed.) Encyclopedia of Geropsychology. Singapore: Springer.
207

208

Keyes, C. L. M. (2005). Mental illness and/or mental health? Investigating axioms of the
complete state model of health. Journal of Consulting and Clinical Psychology, 73, 539–
548. https://doi.org/10.1037/0022-006x.73.3.539
Khawaja, N. (2016). Acculturation of the Muslims settled in the West. Journal of Muslim Mental
Health, 10(1), 1-7. https://doi.org/10.3998/jmmh.10381607.0010.102
Kia-Keating, M., Capoous, D., Juang, L., & Bacio, G. (2016). Family factors: Immigrant
families and intergenerational considerations. In S. G. Patel, D. Reicherter, & J. Wong
(Eds.). Psychotherapy for immigrant youth (pp. 49-70). New York, NY: Springer
Publishing Company.
Kia-Keating, M., Liu, S., & Sims, G. (2018). Between the devil and the deep blue sea: Refugee
youth in resettlement. Emerging Trends in the Social and Behavioral Sciences.
https://doi.org/10.1002/9781118900772.etrds0460
Kılıç, C., Magruder, K. M., & Koryürek, M. M. (2016). Does trauma type relate to posttraumatic
growth after war? A pilot study of young Iraqi war survivors living in Turkey.
Transcultural Psychiatry, 53(1), 110–123. https://doi.org/10.1177/1363461515612963
Kim, S. H. O., Ehrich, J., & Ficorilli, L. (2012). Perceptions of settlement well-being, language
proficiency, and employment: An investigation of immigrant adult language learners in
Australia. International Journal of Intercultural Relations, 36(1), 41–52. https://doiorg.ledproxy2.uwindsor.ca/10.1016/j.ijintrel.2010.11.010
Kira, I. (2001). Taxonomy of trauma and trauma assessment. Traumatology, 2, 1–14.
https://doi.org/10.1177%2F153476560100700202
Kira, I. A. (2010). Etiology and treatments of post-cumulative traumatic stress disorders in
different cultures. Traumatology, 16(4), 128–141.
https://doi.org/10.1177%2F1534765610365914
Kira, I. A., Aboumediene, S., Ashby, J. S., Odenat, L., Mohanesh, J., & Alamia, H. (2013). The
dynamics of posttraumatic growth across different trauma types in a Palestinian
sample. Journal of Loss and Trauma, 18(2), 120-139.
https://doi.org/10.1080/15325024.2012.679129
Kira, A., Amer, M., & Howells Wrobel, N. (2014). Arab refugees: Trauma, resilience, and
recovery. In S. C. Nassar-McMillan, K. J. Ajrouch, K. J., & J. Hakim-Larson, J. (Eds).
Biopsychosocial perspectives on Arab Americans: Culture, development, and health.
New York, NY: Springer.
Kira, I., Abou-Mediene, S., Ashby, J., Odenat, L., Mohanesh, J., & Alamia, H. (2012). The

208

209
dynamics of post-traumatic growth across different trauma types in a Palestinian
sample. Journal of Loss and Trauma, 18(2), 120-139.
https://doi.org/10.1080/15325024.2012.679129
Kira, I., Lewandowski, L., Somers, C., Yoon, J., Chiodo, L., & Gold, Steven N. (2012). The
effects of trauma types, cumulative trauma, and PTSD on IQ in two highly traumatized
adolescent groups. Psychological Trauma: Theory, Research, Practice, and Policy, 4(1),
128-139. https://doi.org/10.1037/a0022121
Kira, I. A., Lewandowski, L., Templin, T., Ramaswamy, V., Ozkan, B., & Mohanesh, J. (2008).
Measuring cumulative trauma dose, types, and profiles using a development-based
taxonomy of traumas. Traumatology, 14(2), 62-87.
https://doi.org/10.1177%2F1534765608319324
Kline, R. B. (2013). Principles and practice of structural equation modeling. Guilford
publications: New York, NY.
Knoll, A. D., & MacLennan, R. N. (2017). Prevalence and correlates of depression in Canada:
Findings from the Canadian Community Health Survey. Canadian Psychology, 58(2),
116–123. https://doi.org/10.1037/cap0000103
Kobau, R., Sniezek, J., Zack, M. M., Lucas, R. E., & Burns, A. (2010). Well‐being assessment:
An evaluation of well‐being scales for public health and population estimates of well‐
being among US adults. Applied Psychology: Health and Well-being, 2(3), 272-297.
http://dx.doi.org/10.1111/j.1758-0854.2010.01035.x
Kukull, W. A., & Ganguli, M. (2012). Generalizability: The trees, the forest, and the lowhanging fruit. Neurology, 78(23), 1886-1891.
https://doi.org/10.1212/wnl.0b013e318258f812
Kuo, B. C. H. (2011). Culture's consequences on coping: Theories, evidences, and
dimensionalities. Journal of Cross-Cultural Psychology, 42(6), 1084-1100.
https://doi.org/10.1177/0022022110381126
Kuo, B.C.H. (2013). Collectivism and coping: Current theories, evidence, and measurements of
collective coping. International Journal of Psychology, 48(3), 374-388.
https://doi.org/10.1080/00207594.2011.640681
Kuo, B. (2014). Coping, acculturation, and psychological adaptation among migrants: A
theoretical and empirical review and synthesis of the literature. Health Psychology and
Behavioral Medicine, 2(1), 16-33. https://doi.org/10.1080/21642850.2013.843459
Kuo, B. C. H., Roysircar, G., & Newby-Clark, I. R. (2006). Development of the cross-cultural
coping scale: Collective, avoidance, and engagement coping. Measurement & Evaluation in
Counseling & Development, 39(3), 161–181.
https://doi.org/10.1080/07481756.2006.11909796
209

210
Laban, C., Gernaat, H., Komproe, I., Van Der Tweel, I., & De Jong, J. (2005). Postmigration
living problems and common psychiatric disorders in Iraqi asylum seekers in the
Netherlands. The Journal of Nervous and Mental Disease, 193(12), 825-32.
https://doi.org/10.1097/01.nmd.0000188977.44657.1d
Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. New York, NY: Springer
Publishing.
Lemaster, J. W., Broadbridge, C. L., Lumley, M. A., Arnetz, J. E., Fetters, M. D., Jamil, H., &
Arnetz, B. B. (2017). Acculturation and post-migration psychological symptoms among
Iraqi refugees: A path analysis. American Journal of Orthopsychiatry, 87(1), 1–10.
https://doi.org/10.1037/ort0000240
Lindencrona, F., Ekblad, S., & Hauff, E. (2008). Mental health of recently resettled refugees
from the Middle East in Sweden: The impact of pre-resettlement trauma, resettlement stress
and capacity to handle stress. Social Psychiatry and Psychiatric Epidemiology, 43(2), 121–
131. https://doi.org/10.1007/s00127-007-0280-2
Lindert, J., Von Ehrenstein, O., Priebe, S., Mielck, A., & Brähler, E. (2009). Depression and
anxiety in labor migrants and refugees: A systematic review and meta-analysis. Social
Science & Medicine, 69(2), 246-257. https://doi.org/10.1016/j.socscimed.2009.04.032
Luhmann, M., Schimmack, U., & Eid, M. (2011). Stability and variability in the relationship
between subjective well-being and income. Journal of Research in Personality, 45(2),
186–197. https://doi.org/10.1016/j.jrp.2011.01.004
Lundman, B., Aléx, L., Jonsén, E., Norberg, A., Nygren, B., Santamäki Fischer, R., &
Strandberg, G. (2010). Inner strength: A theoretical analysis of salutogenic concepts.
International Journal of Nursing Studies, 47, 251–260.
http://dx.doi.org/10.1016/j.ijnrst.2009.020.
Luthar, S. S., & Cicchetti, D. (2000). The construct of resilience: Implications for interventions
and social policies. Development and Psychopathology, 12, 857–885.
https://doi.org/10.1017/s0954579400004156
Luyten, P., Sabbe, B., Blatt, S. J., Meganck, S., Jansen, B., De Grave, C., ... & Corveleyn, J.
(2007). Dependency and self‐criticism: Relationship with major depressive disorder,
severity of depression, and clinical presentation. Depression and Anxiety, 24(8), 586-596.
https://doi.org/10.1002/da.20272
Markus, H., & Kitayama, S. (1991). Culture and the self: Implications for
cognition, emotion, and motivation. Psychological Review, 98(2), 224-253.
https://doi.org/10.1037/0033-295X.98.2.224
Marsh, J. (2012). Japanese Canadian internment: Prisoners in their own country. Retrieved

210

211
from https://www.thecanadianencyclopedia.ca/en/article/japanese-internment-banishedand-beyond-tears-feature
Masten, A. S. (2014). Ordinary magic: Resilience in development. New York, NY: The
Guilford Press.
Masten, A. S., & Cicchetti, D. (2010). Developmental cascades. Development and
Psychopathology, 22(3), 491–495. https://doi.org/10.1017/S0954579410000222
McLean, C. P., Asnaani, A., Litz, B. T., & Hofmann, S. G. (2011). Gender differences in anxiety
disorders: Prevalence, course of illness, comorbidity and burden of illness. Journal of
Psychiatric Research, 45(8), 1027-1035. https://doi.org/10.1016/j.jpsychires.2011.03.006
Modir, S., & Kia-Keating, M. (2018). Exploring the Middle Eastern American college student
experience: Discrimination, adjustment, and coping. Journal of College Student
Development, 59(5), 563-578. https://doi.org/10.1353/csd.2018.0053
Mohamed, S., & Thomas, M. (2017). The mental health and psychological wellbeing of refugee children and young people: An exploration of risk, resilience and
protective factors. Educational Psychology in Practice, 33(3), 249-263.
https://doi.org/10.1080/02667363.2017.1300769
Mollica, R., McInnes, K., Poole, C., & Tor, S. (1998). Dose-effect relationships of trauma to
symptoms of depression and post-traumatic stress disorder among Cambodian survivors
of mass violence. British Journal of Psychiatry, 173, 482-488.
https://doi.org/10.1192/bjp.173.6.482
Naja, W. J., Aoun, M. P., El Khoury, E. L., Abdallah, F. J. B., & Haddad, R. S. (2016).
Prevalence of depression in Syrian refugees and the influence of religiosity. Comprehensive
Psychiatry, 68, 78–85. http://doi.org/10.1016/j.comppsych.2016.04.002
Neubauer, A. B., Smyth, J. M., & Sliwinski, M. J. (2019). Age differences in proactive coping
with minor hassles in daily life. The Journals of Gerontology: Series B, 74(1), 7-16.
https://doi.org/10.1093/geronb/gby061
Neuner, F., Schauer, M., Karunakara, U., Klaschik, C., Robert, C., & Elbert, T. (2004).
Psychological trauma and evidence for enhanced vulnerability for posttraumatic stress
disorder through previous trauma among West Nile refugees. BMC Psychiatry, 4, 34.
https://doi.org/10.1186/1471-244X-4-34
Noh, S., & Kaspar, V. (2003). Perceived discrimination & depression: Moderating effects of
coping, acculturation, and ethnic support. American Journal of Public Health, 93, 232–
238. https://doi/10.2105/AJPH.93.2.232
Norris, A., & Aroian, K. (2008). Assessing reliability and validity of the Arabic language version

211

212
of the Post-traumatic Diagnostic Scale (PDS) symptom items. Psychiatry Research,160(3),
327-34. https://doi/10.1016/j.psychres.2007.09.005
Norris, A., Aroian, K., & Nickerson, D. (2011). Premigration persecution, postmigration
stressors and resources, and postmigration mental health: A study of severely traumatized
U.S. Arab immigrant women. Journal of the American Psychiatric Nurses
Association,17(4), 283-93. https://doi.org/10.1177/1078390311408900
Olff, M. (2017) Sex and gender differences in post-traumatic stress disorder: An
update. European Journal of Psychotraumatology, 8(4), 1-2.
https://doi.org/10.1080/20008198.2017.1351204
Oshio, A., Taku, K., Hirano, M., & Saeed, G. (2018). Resilience and big five personality traits: A
meta-analysis. Personality and Individual Differences, 127, 54-60.
https://doi.org/10.1016/j.paid.2018.01.048
Pampati, S., Alattar, Z., Cordoba, E., Tariq, M., & Mendes de Leon, C. (2018). Mental health
outcomes among Arab refugees, immigrants, and U.S. born Arab Americans in Southeast
Michigan: A cross-sectional study. BMC Psychiatry, 18(1), 1-8. doi: 10.1186/s12888018-1948-8
Patterson, B., Kyu, H. H., & Georgiades, K. (2013). Age at immigration to Canada and the
occurrence of mood, anxiety, and substance use disorders. The Canadian Journal of
Psychiatry, 58(4), 210-217.
Pew Research Center (2015, September 29). Mixed views of initial U.S. response to Europe's
migrant crisis. Retrieved from http://pewresearch.org
Porter, M., & Haslam, N. (2005). Predisplacement and postdisplacement factors associated with
mental health of refugees and internally displaced persons. JAMA, 294(5), 602.
https://doi.org/10.1001/jama.294.5.602
Rashid, R. (2011). Loneliness is killing me: Life stories and resilience of Canadian immigrant
women. Unpublished doctoral dissertation. Retrieved from
https://www.uleth.ca/dspace/handle/10133/3067
Rasmi, S., Chuang, S., & Safdar, S. (2012). The relationship between perceived parental
rejection and adjustment for Arab, Canadian, and Arab Canadian Youth. Journal of
Cross-Cultural Psychology, 43(1), 84-90. https://doi.org/10.1177%2F0022022111428172
Rogers-Sirin, L., Ryce, P., & Sirin, S. Acculturation, acculturative stress, and cultural mismatch
and their influences on immigrant children and adolescents’ well-being. In R. Dimitrova
et al. (eds.), Global Perspectives on Well-Being in Immigrant Families. New York, NY:
Springer.
Rousseau, C., Hassan, G., Moreau, N., & Thombs, B. (2011). Perceived discrimination and its
212

213
association with psychological distress among newly arrived immigrants before and after
September 11, 2001. American Journal of Public Health, 101(5), 909-15.
https://doi.org/10.2105/ajph.2009.173062
Rutter, M. (2006). Implications of resilience concepts for scientific understanding. Annals of the
New York Academy of Sciences, 1094(1), 1-12. doi: 10.1196/annals.1376.002
Rutter, M. (2012). Resilience as a dynamic concept. Development and Psychopathology, 24,
335-344. https://doi.org/10.1017/S0954579412000028
Ryder, A. G., Alden, L. E., & Paulhus, D. L. (2000). Is acculturation unidimensional or
bidimensional? A head-to-head comparison in the prediction of personality, self-identity,
and adjustment. Journal of Personality and Social Psychology, 79(1), 49-65.
https://doi.org/10.1037/0022-3514.79.1.49.
Salkind, N. J. (2010). Encyclopedia of research design. Thousand Oaks, CA: SAGE
Publications.
Schwartz, S., Waterman, A., Umaña-Taylor, A., Lee, R., Kim, S., Vazsonyi, A., . . . Williams,
M. (2012). Acculturation and well-being among college students from immigrant
families. Journal of Clinical Psychology, 69(4), 298-318.
https://doi.org/10.1002/jclp.21847
Seedat, S., Scott, K. M., Angermeyer, M. C., Berglund, P., Bromet, E. J., Brugha, T. S., ... &
Karam, E. G. (2009). Cross-national associations between gender and mental disorders in
the World Health Organization world mental health surveys. Archives of General
Psychiatry, 66(7), 785-795.
Seglem, K., Oppedal, B., & Roysamb, E. (2014). Daily hassles and coping dispositions as
predictors of psychological adjustment: A comparative study of young unaccompanied
refugees and youth in the resettlement country. International Journal of Behavioral
Development, 38(3), 293-303. https://doi.org/10.1177%2F0165025414520807
Selmo, P., Koch, T., Brand, J., Wagner, B., & Knaevelsrud, C. (2016). Psychometric properties
of the online Arabic versions of BDI-II, HSCL-25, and PDS. European Journal of
Psychological Assessment, 45, 46-54. https://doi.org/10.1027/1015-5759/a000367
Siedlecki, K. L., Salthouse, T. A., Oishi, S., & Jeswani, S. (2014). The relationship between
social support and subjective well-being across age. Social Indicators Research, 117(2),
561-576. https://doi.org/10.1007/s11205-013-0361-4
Silove, D. (1999). The psychosocial effects of torture, mass human rights violations, and refugee
trauma: Toward an integrated conceptual framework. Journal of Nervous and Mental
Disease, 187(4), 200–207. https://doi.org/10.1097/00005053-199904000-00002
Smith, J. A., & Osborn, M. (2007). Interpretive Phenomenological Analysis. In Smith, J. A.
213

214
(Ed.), Qualitative psychology: A practical guide to research methods. (pp. 51-80).
London: SAGE.
Statistics Canada. (2007). The Arab community in Canada. Retrieved from
http://www.statcan.gc.ca/pub/89-621-x/89-621-x2007009-eng.htm
Statistics Canada. (2016). Immigration and ethnocultural diversity highlight tables. Retrieved
from http://www12.statcan.gc.ca/census-recensement/2016/dp-pd/hltfst/imm/Table.cfm?Lang=E&T=21&Geo=35
Stevens, J.P. (2009) Applied multivariate statistics for the social sciences (5th Ed). Routledge,
New York.
Stratta, P., Capanna, C., Dell’Osso, L., Carmassi, C., Patriarca, S., Di Emidio, G., & Rossi, A.
(2015). Resilience and coping in trauma spectrum symptoms prediction: A structural
equation modeling approach. Personality and Individual Differences, 77(55–61).
http://dx.doi.org/10.1016/j.paid.2014.12.035.
Stuart, J., & Ward, C. (2018) The relationships between religiosity, stress, and mental
health for Muslim immigrant youth. Mental Health, Religion & Culture, 21(3), 246-261.
https://doi.org/10.1080/13674676.2018.1462781
Substance Abuse and Mental Health Services Administration (2014). Trauma-informed care in
behavioral health services. Retrieved from http://store.samhsa.gov/shin/content/SMA144816/SMA14-4816.pdf
Suleiman, M. (Ed.). (1999). Arabs in America: Building a New Future. Temple University Press.
Summerfield, D. (2012). Afterword: Against “global mental health”. Transcultural
Psychiatry, 49(3-4), 519-530. https://doi.org/10.1177%2F1363461512454701
Tabachnick, B. G., & Fidell, L. S. (2007). Using multivariate statistics (7th edition). Boston, MA:
Pearson.
Taylor, J. (2015). Gender orientation and the cost of caring for others. Society and Mental
Health, 5(1), 49–65. https://doi.org/10.1177/2156869314562966
Thwaites, R. & Freeston, M. (2005). Safety-seeking behaviours: Fact or function? How can we
clinically differentiate between safety behaviours and adaptive coping strategies across
anxiety disorders? Behavioural and Cognitive Psychotherapy, 33(2), 177–188.
https://doi.org/10.1017/S1352465804001985
Timraz, S., Lewin, L., Giurgescu, C., & Kavenaugh, K. (2019). An exploration of coping with
childhood sexual abuse in Arab American woman. Journal of Child Sexual Abuse:
Research, 28(3), 360-381. https://doiorg.ledproxy2.uwindsor.ca/10.1080/10538712.2018.1538174
214

215

Tip, L. K., Brown, R., Morrice, L., Collyer, M., & Easterbrook, M. J. (2019). Improving refugee
well-being with better language skills and more intergroup contact. Social Psychological
and Personality Science, 10(2), 144-151. https://doi.org/10.1177/1948550617752062
Utsey, S. O., Ponterotto, J. G., Reynolds, A. L., & Cancelli, A. A. (2000). Racial discrimination,
coping, life satisfaction, and self-esteem among African Americans. Journal of
Counseling and Development, 78(1), 72–80. https://doi.org/10.1002/j.15566676.2000.tb02562.x
Van Ameringen, M., Mancini, C., Patterson, B., & Boyle, M. H. (2008). Post-traumatic stress
disorder in Canada. CNS Neuroscience & Therapeutics, 14(3), 171–181. https://doiorg.ledproxy2.uwindsor.ca/10.1111/j.1755-5949.2008.00049.x
Webster, S. R., Kuo, B.C.H, & Vogel, D. A. (2006). Multicultural coping: ChineseCanadian adolescents, male gender role conflict, and psychological distress. Psychology of
Men and Masculinity, 7(2), 83-100. https://doi.org/10.1037/1524-9220.7.2.83
Westerhof, G. J., & Keyes, M. Mental illness and mental health: The two continua model
across the lifespan. (2010). Journal of Adult Development, 17, 110–119.
https://doi.org/10.1007/s10804-009-9082-y
World Health Organization (2017). Depression and other common mental health disorders:
Global estimates. Retrieved from
https://www.who.int/mental_health/management/depression/prevalence_global_health_esti
mates/en/
World Health Organization (2003). Gender and mental health. Retrieved from
https://www.who.int/gender/other_health/genderMH.pdf
Wright, A. M., Dhalimi, A., Lumley, M. A., Jamil, H., Pole, N., Arnetz, J. E., & Arnetz, B. B.
(2016). Unemployment in Iraqi refugees: The interaction of pre and post-migration trauma.
Scandinavian Journal of Psychology, 57, 564–570. https://doi.org/10.1111/sjop.12320
Wright, A., Talia, Y., Aldhalimi, A., Broadbridge, C., Jamil, H., Lumley, M., & Arnetz, J.
(2017). Kidnapping and mental health in Iraqi refugees: The role of resilience. Journal of
Immigrant and Minority Health, 19(1), 98-107. https://doi.org/10.1007/s10903-0150340-8
Wrobel, N. H. & Patterson, A. (2014). Mental health risks in Arab Americans. In S. NassarMcMillan (Ed). A biopsychosocial approach to Arab Americans: Perspectives on culture,
development, and health. New York: Springer.
Yamaguchi, A., Kim, M. S., & Akutsu, S. (2014). The effects of self-construals, self-criticism,
and self-compassion on depressive symptoms. Personality and Individual
Differences, 68, 65-70. https://doi.org/10.1177%2F0030222817729609
215

216

Yi, F. (2017). Acculturative stress, meaning-in-life, collectivistic coping, and subjective wellbeing among Chinese international students: A moderated mediation model. Unpublished
doctoral dissertation. Retrieved from https://lib.dr.iastate.edu/etd/16698
Zwick, W. R., & Velicer, W. F. (1986). Comparison of five rules for determining the number of
components to retain. Psychological Bulletin, 99(3), 432-442.
https://psycnet.apa.org/doi/10.1037/0033-2909.99.3.432

216

217
APPENDICES
Appendix A - Demographic Questionnaire
1. In what country were you born?
2. What year did you arrive to Canada?
3. Which statement best described you? First generation (born outside of Canada and came
to Canada after the age of 5), 1.5 generation (born outside of Canada and came to Canada
before the age of 5)
4. What were the circumstances that led you to leave your native country to live in Canada?
5. Did you spend time in another country (other than your native country) before coming to
Canada? How many months or years did you spend there?
6. On what type of immigration category did you arrive to Canada?
a. Family class (closely relative to a Canadian residents)
b. Economic immigrants (skilled workers)
c. Refugee
d. Asylum seeker
e. Other
7. What is your current immigration status in Canada?
a. Refugee
b. Permanent resident
c. Canadian citizen
d. Other
8. How old are you (in years)?
9. What is your gender?
10. What is your marital status: Married, Common-Law, Separated, Divorced, Single, Other
11. Do you have children? How many? Ages?
12. How many people aside from your partner and children live in your house?
13. What is the highest level of education you achieved in your country of origin?
o High school diploma, some college, college diploma, some university, university
undergraduate degree, Master’s degree, doctorate degree
14. What was your occupation in your country of origin?
15. Did you attend school in Canada?
16. What is the highest level of education you achieved in Canada?
o Some college, college diploma, some university, university undergraduate degree,
Master’s degree, doctorate degree
17. Indicate your employment status: full time, part time, unemployed
18. What is your current yearly income (in CAD$)?
19. What was your yearly income in your native country (in CAD$)?
20. Do you practice religion? What is your faith or religion?
a. How often do you attend services at your place of worship (e.g.,
Mosque, church)? (never, on holidays only, once a month, weekly, daily,
other)
b. On average, how much time (in hours) do you spend daily engaging in
religious activities (e.g., prayer, reading a holy book)?
21. English Skills
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a. How well do you understand English when others speak English? (not at
all, somewhat well, mostly well, very well)
b. How well do you speak English? (not at all, somewhat well, mostly well,
very well)
c. How well can you read and write English? (not at all, somewhat well,
mostly well, very well)
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Appendix B - Interview Protocol
Understanding the Context
We will start with some questions about your experiences before immigrating to Canada.
1. What was your day-to-day life like living in your native country of ___________?
2. What led you to move from [country] to Canada?
3. Is there an event that stands out in your mind that led to your decision to leave and
come to Canada?
Thank you for sharing these experiences with me. Now I would like to ask you about the next
part of your story, which includes your move to Canada.
4. Please tell me the story of your journey to Canada, starting from when you left or
were displaced from your home country up to when you arrived in Canada.
Potential Follow up Questions [for refugees or participants who spent time in another country
before coming to Canada]
- Did you spend time in another country before coming to Canada? What country did you
move to after leaving your home country?
- Tell me a story that describes your day-to-day experience living in [country].
- What specific memory stands out when you think about living in [country]?
[after participant recounts story – ask if there is anything else that I should know about their
story]
Risk and Protective Factors for Psychological Well-Being
Now I would like to focus on your experiences after you arrived in Canada. I want to know
what challenges you faced and what you think made the adjustment to Canada easier for you.
5. Did you face any struggles or difficulties in the first year you lived in Canada?
- [If yes] – What were the most difficult parts for you about living in Canada during this
time? [interviewer to write down various challenges participant discussed to remind
participant when answering next question]
- Given all these difficulties that you mentioned [for example, -----], can you explain how
these challenges affected you and your life?
6. What were the most helpful parts of life in your first few years in Canada? [interviewer
to write down various protective factors participant discusses to remind participant
when answering next question]
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-

Please explain how [protective factor(s) participant discussed earlier] affected you and
your life?

[Ask question #7 to participants who have been in Canada 3 or more years]
Now I want you to think about your life now.
7. What challenges do you face now? [interviewer to write down various challenges
participant discusses to remind participant when answering next question]
• How do these challenges, for example, [insert recent challenges faced] compare
to those faced in your first few years in Canada [insert challenges faced when
participant was a new immigrant]?
• Please explain how the challenges you face now affect you and your life
Coping
Now that we are on the topic of facing challenges, I want to ask about what you do to cope and
respond to stress and challenges in your life.
8. Everybody experiences stressful times, whether it is a disagreement with your coworkers at work or the death of someone close to you. Can you first identify one or two
stressful situations you have encountered or are currently dealing with after you
migrated to Canada?
Follow up question:
•

Please describe how you cope and what your preferred way of coping are in
responding to stressful life events. What do you do most often?

Classes of responses:
• talking with family members, authority figures, and friends (collective coping)
• taking control of the problem and facing the problem yourself (engagement
coping),
• avoiding or denying that there is a problem or distracting yourself (avoidance
coping)
•

•

[if most often use a collective type of coping] Why do you most often choose to
overcome challenges with the help of family and friends rather than by coping
on your own?
[if most often use engagement/avoidance coping] Why do you most often choose
to overcome challenges by yourself or avoid the problem instead of asking for
help from family and friends?
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•

Are there specific types of problems you face where you prefer to cope alone
versus coping with the help of friends and family?

9. Is there anything else I should know about your experience as an Arab-Canadian
immigrant?
Thank you very much for sharing your story with me. We’ve now completed the interview, so I
will turn off the recording.
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Appendix C - Consent Form (Community)
CONSENT TO PARTICIPATE IN RESEARCH
Title of Study: Well-Being and Mental Health of Arab-Canadian Immigrants
Thank you for agreeing to participate in this study. My name is Ruby Jamil and I am a Doctoral
student in Clinical Psychology, supervised by Dr. Julie Hakim-Larson, at the University of
Windsor. Currently, I am conducting research on mental health and well-being, stress, coping,
and resilience among first generation Arab-Canadian immigrants.
Should any questions or concerns arise after the study has been completed, you are encouraged
to contact me or my supervisor, Dr. Julie Hakim-Larson at any time.
PURPOSE OF THE STUDY
The goal of this research is to study the effect that stress and coping have on the mental health
and well-being of first generation Arab-Canadian immigrants in Ontario between ages 18-65.
More specifically, the researcher is interested in studying which factors promote optimal mental
health and well-being and which factors negatively affect mental health and well-being.
PROCEDURES
If you volunteer to participate in this study, you will be asked to:
Meet the primary researcher or a trained research assistant at a mutually agreed upon location
(e.g., church, mosque, or community centre, participant’s home) to complete paper and pencil
questionnaires.
POTENTIAL RISKS AND DISCOMFORTS
There are no major risks associated with participation in this study. You may at some point
experience some distress when you think about stressful or traumatic experiences that you had in
the past, and the ways that you were affected. Should you experience distress following your
participation in this study, please see the list of community resources provided.
POTENTIAL BENEFITS TO PARTICIPANTS AND/OR TO SOCIETY
You will not likely directly benefit from participating in this study. However, your participation
could help provide helpful information about how stress, coping and mental well-being in ArabCanadian immigrants are related. The data collected in this research can contribute to better
understanding of the Arab-Canadian immigrant experience.
COMPENSATION FOR PARTICIPATION
Participants will receive either a $15 gift card to Wal-Mart or Tim Hortons as a thank you for
participating in the research.
CONFIDENTIALITY
Any information that is obtained in connection with this study and that can be identified with you
will remain confidential and will be disclosed only with your permission. The data will only be
available to the primary researcher and supervisor. The only exceptions to the confidentiality are
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reports of harm to yourself or others that might put someone in danger, child abuse such as the
mistreatment of a child, and/or medical malpractice such as abuse or harassment from a
registered health professional, as it is our ethical duty to report these concerns to the appropriate
authorities.
PARTICIPATION AND WITHDRAWAL
If you volunteer to be in this study, you may withdraw at any time before submitting your
questionnaires to the researcher. You must notify the researcher that you do not want your data
used in the study. You will still receive your $15 gift card if you withdraw from the study. You
may also not answer any of the questions and still remain a participant in the study.
FEEDBACK OF THE RESULTS OF THIS STUDY TO THE PARTICIPANTS
If you are interested in the research findings, they will be made available through the use of this
website (http://www1.uwindsor.ca/reb/study-results) by the Fall of 2020.
SUBSEQUENT USE OF DATA
These data may be used in subsequent studies, in publications and in presentations.
RIGHTS OF RESEARCH PARTICIPANTS
If you have questions regarding your rights as a research participant, contact: Research Ethics
Coordinator, University of Windsor, Windsor, Ontario, N9B 3P4.
SIGNATURE OF RESEARCH PARTICIPANT/LEGAL REPRESENTATIVE
I understand the information provided for the study Well-Being and Mental Health of ArabCanadian Immigrants as described herein. My questions have been answered to my satisfaction,
and I agree to participate in this study. I have been given a copy of this form.
___________________________________
Name of Participant
______________________________________
Signature of Participant

___________________
Date

SIGNATURE OF INVESTIGATOR
These are the terms under which I will conduct research.
_____________________________________
Signature of Investigator

____________________
Date
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Appendix D - Debriefing Page
Thank you for taking the time to complete this study. We appreciate your assistance. The
purpose of this study was to examine the well-being of Arab-Canadian immigrants and how
different stressors and coping styles effect well-being. This study was also designed to study
resilience in Arab-Canadian immigrants. Resilience means that even though Arab immigrants
may experience many stressors before and after immigrating to Canada, many are also able to
overcome difficulties and still report good mental health and well-being. This study focused on
identifying which specific stressors were associated with poor mental health and well-being and
which characteristics were associated with good mental health and well-being.
Research findings for this study will be available to participants and will be posted on the
University of Windsor REB website (http://www1.uwindsor.ca/reb/study-results) in October
2020.
Feel free to contact the primary researcher or research supervisor if you have any comments,
questions or concerns.
*Please feel free to forward my contact information along to anyone that you think may be
interested. Your help is greatly appreciated.
Please keep this page for your records.
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Appendix E - Consent Form (Participant Pool)
CONSENT TO PARTICIPATE IN RESEARCH
Title of Study: Well-Being and Mental Health of Arab-Canadian Immigrants
Thank you for agreeing to participate in this study. My name is Ruby Jamil and I am a Doctoral
student in Clinical Psychology, supervised by Dr. Julie Hakim-Larson, at the University of
Windsor. Currently, I am conducting research on mental health and well-being, stress, coping,
and resilience among first generation Arab-Canadian immigrants.
Should any questions or concerns arise after the study has been completed, you are encouraged
to contact me or my supervisor, Dr. Julie Hakim-Larson at any time.
PURPOSE OF THE STUDY
The goal of this research is to study the effect that stress and coping have on the mental health
and well-being of first generation Arab-Canadian immigrants in Ontario between ages 18-65.
More specifically, the researcher is interested in studying which factors promote optimal mental
health and well-being and which factors negatively affect mental health and well-being.
PROCEDURES
If you volunteer to participate in this study, you will be asked to:
Answer various questions in an online questionnaire. You will be asked about stressful
experiences in your country of origin, stressors settling into Canada, and how you cope with
stressors. This will take approximately 45-60 minutes.
POTENTIAL RISKS AND DISCOMFORTS
There are no major risks associated with participation in this study. You may at some point
experience some distress when you think about stressful or traumatic experiences that you had in
the past, and the ways that you were affected. Should you experience distress following your
participation in this study, please see the list of community resources provided.
POTENTIAL BENEFITS TO PARTICIPANTS AND/OR TO SOCIETY
You will not likely directly benefit from participating in this study. However, your participation
could help provide helpful information about how trauma and stress and mental well-being in
Arab-Canadian immigrants are related. The data collected in this research can contribute to
increased understanding of the Arab-Canadian immigrant experience.
COMPENSATION FOR PARTICIPATION
Participants will receive 1 bonus point for 60 minutes of participation towards the Psychology
Participant Pool, if registered in the pool and enrolled in one or more eligible courses. You must
complete at least 80% of the questions on the survey and/or display appropriate effort to receive
credit. If you do not complete at least 80% of the study and/or do not display appropriate effort
(e.g., random responding) you will not receive credit for participation.
CONFIDENTIALITY
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Any information that is obtained in connection with this study and that can be identified with you
will remain confidential and will be disclosed only with your permission. Your completed
questionnaires will be associated with your identifying information in order for you to receive
bonus credit for your participation. The data will only be available to the primary researcher and
supervisor. You are encouraged to clear your internet browser history after completing the study.
Instructions on how to clear your browser history will be provided at the end of the study.
PARTICIPATION AND WITHDRAWAL
If you volunteer to be in this study, you may withdraw up to 24 hours after completing your
online survey. You will be credited with 1.0 Psychology Participant Pool points if you complete
at least 80% of the questions on the survey. You may also not answer any of the questions and
still remain a participant in the study.
Once you have started the survey, if you no longer wish to participate, you may simply exit the
browser. If you choose to withdraw from the study, you will be credited with bonus points
commensurate with the amount of questions that you have completed (e.g., 0.5 points for
completing between 25-80% of the questionnaire). You have up to 24 hours to notify the
researcher indicating that you would like your data removed from the dataset. You will no longer
be able to withdraw your information 24 hours after completing the study.
FEEDBACK OF THE RESULTS OF THIS STUDY TO THE PARTICIPANTS
If you are interested in the research findings, they will be made available through the use of this
website (http://www1.uwindsor.ca/reb/study-results) by the Fall of 2020.
SUBSEQUENT USE OF DATA
These data may be used in subsequent studies, in publications and in presentations.
RIGHTS OF RESEARCH PARTICIPANTS
If you have questions regarding your rights as a research participant, contact: Research Ethics
Coordinator, University of Windsor, Windsor, Ontario, N9B 3P4.
SIGNATURE OF RESEARCH PARTICIPANT/LEGAL REPRESENTATIVE
I understand the information provided for the study Arab Canadian Immigrants: Coping with
Cumulative Trauma and Stress as described herein. My questions have been answered to my
satisfaction, and I agree to participate in this study. I have been given a copy of this form.
SIGNATURE OF INVESTIGATOR
These are the terms under which I will conduct research.
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Appendix F - Consent to Participate (Interview)
CONSENT TO PARTICIPATE IN RESEARCH
Title of Study: Well-Being and Mental Health of Arab-Canadian Immigrants (Interview)
Thank you for agreeing to participate in this study. My name is Ruby Jamil and I am a Doctoral
student in Clinical Psychology, supervised by Dr. Julie Hakim-Larson, at the University of
Windsor. Currently, I am conducting research on mental health and well-being, stress, coping,
and resilience among first generation Arab-Canadian immigrants. Should any questions or
concerns arise after the study has been completed, you are encouraged to contact me or my
supervisor, Dr. Julie Hakim-Larson at any time.
PURPOSE OF THE STUDY
The goal of this research is to study the effect that stress and coping have on the mental health
and well-being of first generation Arab-Canadian immigrants in Ontario between ages 18-65.
More specifically, the researcher is interested in studying which factors promote optimal mental
health and well-being and which factors negatively affect mental health and well-being.
PROCEDURES
If you volunteer to participate in this study, you will be asked to:
Engage in an open-ended interview with the researcher via telephone or Skype. You will be
asked about stressful experiences in your country of origin, stressors settling into Canada, and
how you cope with stressors. This will take approximately 45-60 minutes.
POTENTIAL RISKS AND DISCOMFORTS
There are no major risks associated with participation in this study. You may at some point
experience some distress when you think about stressful experiences that you had in the past and
the ways that you were affected. Should you experience distress following your participation in
this study, please see the list of community resources provided.
POTENTIAL BENEFITS TO PARTICIPANTS AND/OR TO SOCIETY
You will not likely directly benefit from participating in this study. However, your participation
could help provide helpful information about how trauma and stress and mental well-being in
Arab-Canadian immigrants are related. The data collected in this research can contribute to
increased understanding of the Arab-Canadian immigrant experience.
COMPENSATION FOR PARTICIPATION
Participants will receive a $10 gift card for participating in the interview.
CONFIDENTIALITY
Any information that is obtained in connection with this study and that can be identified with you
will remain confidential and will be disclosed only with your permission. Your completed
interview will be associated with your identifying information in order for you to receive bonus
credit for your participation. Our interview will be audiotaped to accurately capture your
experiences and insights in your own words. The tapes will be encrypted and then transcribed
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after the completion of the interview and your statements will be utilized for a thematic analysis
and for inclusion in the study. Once transcribed, the audio recordings will be destroyed. Though
direct quotes from our interview may be used in the study, your name and other identifying
information will be kept confidential. Everything that you disclose during the interview will be
confidential between you, the researcher Ruby Jamil and my supervisor Dr. Julie Hakim-Larson,
and a research assistant, who will assist in the analysis of data. The only exceptions to the
confidentiality are reports of harm to yourself or others that might put someone in danger, child
abuse such as the mistreatment of a child, and/or medical malpractice such as abuse or
harassment from a registered health professional, as it is our ethical duty to report these concerns
to the appropriate authorities.
PARTICIPATION AND WITHDRAWAL
At any point during the phone or Skype interview and once all responses have been given, you
may still request to withdraw your participation. After the interview is completed, you will be
asked once more if you are willing to allow your responses to be used as part of this research
study or if you would like to withdraw your participation. After this point, you will no longer be
able to withdraw your participation. You will not receive the $10 gift card if you choose to
withdraw from the phone or Skype interview. The investigator may also withdraw you from this
research if circumstances arise which warrant doing so.
FEEDBACK OF THE RESULTS OF THIS STUDY TO THE PARTICIPANTS
If you are interested in the research findings, they will be made available through the use of this
website (http://www1.uwindsor.ca/reb/study-results) by the Fall of 2020.
SUBSEQUENT USE OF DATA
These data may be used in subsequent studies, in publications and in presentations.
RIGHTS OF RESEARCH PARTICIPANTS
If you have questions regarding your rights as a research participant, contact: Research Ethics
Coordinator, University of Windsor, Windsor, Ontario, N9B 3P4.
SIGNATURE OF RESEARCH PARTICIPANT/LEGAL REPRESENTATIVE
I understand the information provided for the study Arab Canadian Immigrants: Coping with
Cumulative Trauma and Stress as described herein. My questions have been answered to my
satisfaction, and I agree to participate in this study. I have been given a copy of this form.
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Appendix G - Consent to Recording
CONSENT FOR ELECTRONIC RECORDING OF PHONE OR SKYPE INTERVIEW
Title of the Project: Well-Being and Mental Health of Arab-Canadian Immigrants (Interview)
I give my permission to have my phone or Skype interview with the primary Researcher
electronically recorded. I know my involvement in this phone or Skype interview is voluntary. I
may withdraw at any time by asking to stop the recording. Any identifying information provided
in this phone or Skype interview will not be shared with anyone. These recordings will remain
confidential and filed by number only. The transcripts will be stored in a locked cabinet.
I agree to the electronic recording of my Phone or Skype interview. The Researcher and/or
Research Assistants will then listen to the electronic recordings and type out the interview. Once
the recordings have been transcribed and checked for accuracy, the audio recordings will be
deleted.
There is some psychological/emotional risk of participating in this interview. I know
confidentiality will be respected. The recordings will be for professional use only.
☐ Do you ___[participant survey ID#]___agree to allow your phone or Skype interview with
Ruby Jamil to be electronically recorded on this date __(dd/mm/yy)____?
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NAME:

Ruby (Rawa) Jamil

PLACE OF BIRTH:

Baghdad, Iraq

YEAR OF BIRTH:

1991

EDUCATION:

University of Windsor, B.Sc., Windsor, ON, 2013
University of Windsor, M.A., Windsor, ON, 2016
University of Windsor, Ph.D., Windsor, ON, 2020
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